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SECTION 1 
Thesis Abstract 
This thesis explores the development and adaptation of Compassion Focused Therapy 
(CFT) groups for adults with Intellectual Disabilities (ID).  
A narrative systematic review of the literature focused on how shame and shame-
based processes may play a significant role in the development and maintenance of 
psychological distress in adults with ID. The review identified 17 relevant studies that 
had investigated shame in some form. Findings indicated that adults with mild to 
moderate ID appear to experience both external and internal shame, and that this was 
associated with elevated levels of psychological distress. However, the scope of the 
review was limited by the fact that many studies were cross-sectional in nature, and 
that very little research involved clinical populations. The review concluded by 
attempting to synthesise the current available research into an explanatory 
biopsychosocial model of how shame develops in adults with ID, and recommending 
the development of compassion-focused interventions that might alleviate shame in 
this population.    
The empirical study utilised a mixed methods design to investigate the feasibility and 
acceptability of adapting group CFT for adults with mild ID. Six participants completed 
session-by-session feasibility and acceptability measures, attended focus groups, and 
completed pre and post-intervention measures of self-compassion, psychological 
distress, and social comparison. Focus groups were analysed using thematic analysis, 
identifying four main themes: (1) motivations for attending; (2) direct group 
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experiences; (3) difficulties in being self-compassionate; and (4) positive emotional 
changes. Significant increases in overall self-compassion, and significant reductions in 
self-criticism and unfavourable social comparison, were found. Results indicate that 
CFT can be feasibly adapted for adults with ID, and is experienced as a helpful 
intervention. Some issues remain surrounding level of understanding of some 
conceptual aspects of CFT, and whether this is relevant to outcomes. Implications for 
future research and clinical practice are further explored.                   
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SECTION 2: Literature review 
The role of shame in the development and maintenance of psychological 
distress in adults with intellectual disabilities: a narrative review and 
synthesis 
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Running Title: Shame in adults with Intellectual 
Disabilities 
 
Abstract 
Background: The role of shame in the development and 
maintenance of psychological distress in adults with mild to 
moderate Intellectual Disabilities (ID) has been relatively 
under-researched.  This paper provides a review of diverse 
current research that has implicitly or explicitly investigated 
shame processes in this population in some form.   
Methods: A narrative systematic review of the literature was 
undertaken. An electronic search of four databases identified 
17 studies that met the eligibility criteria. 
Results: Findings indicate that individuals with mild to 
moderate ID experience both external and internal shame, 
which appears to be related to increased psychological 
distress. Experiences of being shamed may significantly 
negatively impact on self-to-self relating, processes of social 
comparison, subsequent self-worth and emotional well-being. 
Conclusion: Shame may well be a significant contributory 
factor in the development and maintenance of psychological 
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distress and subsequent mental health issues in some adults 
with mild to moderate ID. 
Keywords: intellectual disability, self-criticism, shame, social 
comparison, stigma 
 
Introduction 
It is well-documented in the scientific literature that 
individuals with Intellectual Disabilities (ID) historically have 
and continue to be subjected to experiences of 
stigma/stigmatisation, which can significantly impact on their 
psychological and emotional well-being (Ali et al., 2012; 
Ditchman et al., 2013; Werner et al., 2015). Much of the 
stigma research has focused on attitudes and beliefs towards 
people with ID, and/or the experiences of significant others 
(e.g. family members) from being associated with someone 
with ID, otherwise known as courtesy stigma. However, 
somewhat surprisingly, there appears to be relatively little 
research examining the impact of such stigmatising 
experiences on individuals with ID from a first-person 
perspective (Beart et al., 2005), or explanatory models that 
provide a comprehensive understanding of stigma processes 
for this population (Ditchman et al., 2013). Accordingly, there 
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appears to be scant research that explicitly makes reference to 
or examines shame in people with ID.  
 
Defining shame and shame-based processes 
Shame is a powerful, painful self-conscious affect 
characterised by feeling inferior, undesirable, defective, 
worthless, powerless and exposed (Gilbert, 1998; Lewis, 1992; 
Tangney & Fischer, 1995). Some authors have tended to focus 
on shame as a self-focused, self-evaluative experience of the 
entire self as being defective or inadequate in some way 
(Tangney & Dearing, 2002). However, shame typically begins in 
the eyes of the other, or more specifically how we feel we 
exist in the minds of others (Gilbert, 1998, 2003). Shaming 
experiences are analogous to stigma, in that this involves the 
experience of being socially criticised, rejected, excluded, 
isolated, humiliated, denigrated, and subordinated by others.  
Gilbert (2003) suggests that, from an evolutionary perspective, 
shame is related to the competitive dynamics of life and the 
need to prove oneself acceptable/desirable to others. Shame 
may be part of an evolved (social) threat detection system that 
alerts us to the possibility that we are existing negatively 
and/or not eliciting enough positive feelings in the minds of 
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others, feeling exposed, and vulnerable to attack, punishment, 
marginalisation, rejection, ostracism, and exclusion (Gilbert, 
2014). Shame thus signals a threat to the social bond (Scheff, 
2000), given that acceptance and belonging is crucial to the 
survival and well-being of all mammals (Baumeister & Leary, 
1995). This typically results in the activation and development 
of defensive self-protective strategies/responses, such as 
social anxiety and depression (Gilbert, 2000), to protect 
oneself from further experiences of shame and/or complete 
social rejection. Other conceptualisations, whilst agreeing that 
shame reflects a concern with the threatened self, have 
attempted to link shame to more positively-oriented 
approach-related motivations and behaviours than defensive 
ones (De Hooge et al., 2009). 
Shame typically involves two key components:  
(1) External shame, which refers to how others see the self, or 
how we exist in the minds of others (Gilbert, 1997, 1998). 
External shame arises primarily out of the experiencing of 
shaming by others on the self (Gilbert, 1998, 2003). 
Attentional focus is on the (mind of) other, believing that 
others view the self negatively, leading to feelings of being 
rejected and/or feeling vulnerable to attacks from others. This 
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dimension of shame relates to stigma consciousness and 
awareness/perception (Pinel, 1999);   
(2) Internal shame, which refers to how one exists in one’s 
own mind and how one exists for others, where the 
attentional focus is on the self, and how the self judges and 
feels about the self (Gilbert, 1998, 2003). Internal shame is 
thus related to negative self-evaluative processes (such as self-
criticism, self-devaluation, and negative social comparisons) 
and self-directed affects (e.g. self-directed anger and 
contempt, self-hate, self-disgust), and the self is experienced 
as unattractive, inadequate, bad, or flawed (Gilbert, 1998). 
This can also be conceptualised as the internalisation of shame 
(Gilbert, 2003), which is analogous to internalised stigma or 
self-stigma (Ali et al., 2012).  Evolutionary-speaking, such self-
evaluative processes are self-protective/defensive and 
submissive strategies to limit the social damage (e.g. further 
attacks and/or complete rejection) from social threats (Gilbert, 
2000).  
Thus, shame relates to existing negatively in the minds of 
others, but also existing negatively in our own minds. External 
and internal shame are highly correlated and are often fused 
together (Lewis, 2003). However, it is also possible to 
experience these two aspects completely separately. For 
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example, one can feel okay within oneself and not personally 
ashamed by one’s own behaviour, whilst knowing that others 
find oneself or behaviours shameful. Therefore, internal and 
external shame are highly related, over-lapping but separate 
constructs.     
When contrasting stigma and shame, stigma relates to the 
social dimension of shame. Specifically, the process of 
stigmatisation is where individuals are globally devalued and 
marginalised by others because they are deemed to hold 
attributes, characteristics or values that deviate from the 
dominant cultural/societal norms (Kurzban & Leary, 2001). 
This relates to Goffman’s (1963) idea of stigma as a ‘spoiled 
identity’, where there is a global attribution about the whole 
self as being bad and defined by that stigma. Stigma is thus a 
cause of shame (Lewis, 1998).   
Shame also differs from guilt, in that both involve different 
motivations, attentional focus, functions, and behaviours 
(Gilbert, 2003; Kim et al., 2011). Guilt typically involves a focus 
on the hurt caused to the other, one’s behaviour (rather than 
the ‘whole self’), feelings of sadness/sorrow/remorse, and a 
desire to repair or make amends.  
The role of shame and shame-based processes (e.g. self-
criticism) in the development and maintenance of 
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psychological distress and mental health issues in adults is 
now increasingly acknowledged (Kim et al., 2011; Scheel et al., 
2014; Kannan & Levitt; 2013). However, shame has received 
little explicit attention in the psychological literature in regards 
to adults with ID, other than in relation to the concept of 
secondary handicap (Sinason, 1992). Secondary handicap has 
been conceptualised as how a primary handicap (i.e. having 
ID) is compounded by defensive exaggerations of one’s initial 
disability (i.e. the secondary handicap), where awareness of 
difference arising from others reactions or one’s own mind 
leads to defensive responses as a way of coping (Jones et al., 
2008).  
 
Purpose of review 
This paper will attempt to review whether and how shame 
(and shame-based process) may significantly contribute to the 
development and maintenance of psychological distress and 
mental health problems in adults with mild to moderate 
Intellectual Disabilities (ID). This will encompass a narrative 
review of related research that includes the experience of 
stigma (and its internalisation), socio-cognitive shame 
processes such as social comparisons and self-evaluative 
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threat, and the impact of shame/stigma on the self (in terms 
of self-concept and self-esteem).  
To our knowledge, there are no narrative or systematic 
reviews relating explicitly to the concept of shame and shame-
based processes in individuals with mild to moderate ID. Only 
one systematic review has been conducted that reviewed 
studies examining self-stigma in people with ID (Ali et al., 
2012), and one narrative review of the literature around 
stigma and social identity from the perspective of individuals 
with ID (Beart et al., 2005). This review will attempt to update, 
complement and expand on these reviews by locating and re-
conceptualising stigma through the lens and concept of 
shame. Accordingly, this review will attempt to synthesise 
relevant research into an overarching theoretical framework 
of how and why shame may contribute to psychological 
distress and subsequent mental health issues in people with 
ID.  
The specific aims of this review are to: 
(1) Evaluate how effectively research has identified and 
investigated the impact of external shame experiences 
on levels of psychological distress in adults with ID; 
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(2) Evaluate how effectively research has identified and 
investigated whether adults with ID experience internal 
shame, and/or engage in shame-related processes such 
as self-criticism, negative self-evaluations and social 
comparisons, and the level of impact this has on 
psychological distress; 
 
(3) Identify what further research may need to be done to 
more thoroughly investigate the role of shame (and its 
amelioration) in the development and maintenance of 
psychological distress in this population. 
 
Method 
Inclusion and Exclusion Criteria 
Specific inclusion criteria for the review included the following: 
 Primary research investigating shame and shame-
based processes (e.g. stigma, social comparison, self-
criticism, self-evaluation) from the perspective of 
adults with mild to moderate ID 
 Clinical and non-clinical populations 
 Quantitative and qualitative methodologies  
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 Had to include more than 10 participants (to ensure 
some degree of methodological quality and 
generalisability) 
Specific exclusion criteria included the following: 
 Studies examining the attitudes of other groups 
towards people with ID 
 Studies that specifically examined courtesy and affiliate 
stigma (e.g. family/carers’ experience of stigma by 
association) 
 Studies not specifically referring to ID (i.e. general 
disability, physical disability) 
 Studies with child populations (as focus is adults with 
ID) 
 
Search Strategy 
Studies were identified by searching four online databases: 
Web of Science, ScienceDirect, PsycInfo, and ERIC (Proquest). 
Searches were conducted between the time period of 
December 2015 to February 2016. The search terms 
“intellectual disability OR learning disability” (using OR as the 
Boolean operator) were combined with (using AND as the 
Boolean operator) “shame OR stigma”, “self-criticism OR self-
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blame”, “social comparison OR self-evaluation”. These 
searches were limited to titles, abstracts, and keywords only. 
This initially resulted in the identification of 1019 papers, 
leaving 736 after duplicates were removed. Subsequently, 
titles and abstracts of all identified articles were carefully 
screened and reviewed for their relevance/applicability, and 
those that were not deemed relevant were removed from the 
list.  
Additionally, reference lists of all included studies were 
searched to identify further potentially relevant studies for 
inclusion. The process for study selection is illustrated in detail 
in Figure 1 (see Appendix 2), in accordance with PRISMA 
guidelines (Preferred Reporting Items for Systematic Reviews 
and Meta-analyses; Moher et al., 2015). 
 
Figure 1 [INSERT HERE] 
 
Quality Assessment  
Given that the identified studies tended to be of 
mixed/heterogeneous methodologies, the STROBE checklist(s) 
(Von Elm et al., 2014) were used as an assessment and 
checklist of study quality for cross-sectional and case-control 
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studies, whilst the CASP tool (Public Health Resource Unit, 2006) 
was utilised for the appraisal and assessment of any 
qualitative studies.    
 
Results 
Overview of Studies 
Table 1 (see Appendix 1) provides an overview and summary 
of the studies included in the review. A total of eighteen 
papers were included in the review, with varying 
methodologies including cross-sectional studies (n=8), 
between-groups comparisons (n=5), and qualitative methods 
(n=5). One study (Ali et al., 20151&2) was reported across two 
separate papers, each examining slightly different 
processes/factors/variables, but is reported as one study as 
the data was obtained from the same population sample, thus 
leaving seventeen included studies.   
 
Table 1 [INSERT HERE] 
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External Shame 
A small number (n=4) of qualitative studies found that adults 
with ID frequently report having been subjected to numerous 
shaming experiences (Jahoda et al., 1988; Jahoda & Markova, 
2004; Li et al., 2006), and were able to articulate that this 
often had significant impacts on their psychological and 
emotional well-being (Chen & Shu, 2012). This typically 
involved individuals with ID identifying that feeling ‘bad’ in 
daily life was linked to social rejection and a lack of social 
acceptance. However, studies reported that individuals with ID 
appear to cope with these experiences through actively 
rejecting the stigma attached to them (Jahoda et al., 1988) 
whilst feeling part of a minority group (Jahoda & Markova, 
2004), and through various forms of avoidance (Jahoda & 
Markova, 2004; Chen & Shu, 2012).    
Six studies explicitly utilised self-report measures pertaining to 
external shame, namely the Stigma Scale or Stigma Perception 
Questionnaire (SS/PSQ; Szivos, 1991) and the Perceived Stigma 
of Intellectual Disability Scale (PSID; Ali et al., 2008). The 
Stigma Scale (Szivos, 1991) is a ten-item measure that 
attempts to measure the perception and experiences of 
stigma/discrimination from others. The PSID (Ali et al., 2008) is 
also a ten-item measure of self-reported stigma that divides 
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into two sub-scales, one measuring discrimination and 
negative treatment by others (perceived discrimination), and 
the other measuring emotional reactions to discrimination.  
Ali et al. (2015)1 conducted a cross-sectional study involving 
229 individuals with a mild to moderate ID, to investigate the 
relationship between self-reported experiences of stigma and 
numerous important health outcomes, including whether 
there was a relationship with psychological distress such as 
anxiety and depression. Utilising multiple linear regression 
analysis, results demonstrated that higher rates of self-
reported stigma were associated with higher levels of 
psychological distress (regression coefficient = 0.94, p < 0.01) 
and lower quality of life (QoL). Psychological distress fully 
mediated the relationship between self-reported stigma and 
all but one of the other outcome variables. The relationship 
between self-reported stigma and all outcome variables 
remained unmodified when taking into account potential 
confounds such as age, gender, ethnicity, and severity of ID 
(regression coefficient = 0.95, p = 0.01).  None of the sample 
had a diagnosed mental health problem, as this was an 
exclusion criteria for the study. Using the same sample, Ali et 
al. (2015)2 found that those with moderate intellectual 
disabilities reported more experiences of having been 
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externally shamed, and that this was particularly so for 
individuals who were male and of an older age. 
Four studies measured the relationship between external 
shame and subsequent self-esteem. Two studies (Dagnan & 
Waring, 2004; Paterson et al., 2012) utilised the adapted 
Rosenberg Self-esteem Scale (RSES; Rosenberg, 1965; adapted 
RSES; Dagnan & Sandhu, 1999), whilst the other two studies 
(Szivos-Bach, 1993; Abraham et al., 2002) utilised a composite 
self-esteem measure developed by Szivos-Bach (1993). All of 
these studies found that those individuals with ID who report 
being most aware (and experiencing higher levels) of 
shaming/stigmatisation from others have lower self-esteem.  
Szivos-Bach (1993) found that those who had the greatest 
awareness of stigma and subsequent lowest self-esteem 
reported the highest levels of feeling inferior (i.e. feeling 
fundamentally different to others), and the lowest self-
concept/self-efficacy (i.e. feeling the least likely to live up to 
their ideals and aspirations). This was supported by Dagnan 
and Waring (2004), who found that perceived stigma was 
strongly significantly correlated (r = 0.41, p <0.05) with 
perceived other–to-self negative evaluations (i.e. external 
shame). This was further associated with feeling 
fundamentally different (as measured by a subscale of the 
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PSQ), which in turn was positively associated with negative 
evaluative beliefs about the self.  
Paterson et al. (2012) reported that only the negative self-
esteem factor (r = 0.45, p < 0.01), and not the positive self-
esteem factor, of the RSES was positively related to stigma. 
Further regression analysis revealed perceived stigma to be 
predictive of self-esteem (β = 0.31, p = 0.005). They suggested 
this may reflect that individuals with ID who are more likely to 
perceive stigma are thus more likely to feel bad about 
themselves (i.e. ashamed), and that the reverse is also true 
(i.e. feeling bad/ashamed about oneself leads one to perceive 
more stigma).  
One other study involving participants with ID in a competitive 
employment setting also replicated the findings of higher 
perceptions of stigma being associated with lower self-esteem, 
and that higher levels of stigma were also associated with 
feelings of loneliness (Petrovski & Gleeson, 1997).     
Using a novel experimental paradigm, Esdale et al. (2015) 
revealed that individuals with mild to moderate ID are 
potentially more likely to be sensitive to and distressed by 
criticism, when compared to adults without ID. This was 
characterised by significant differences (p = 
0.001) in the emotional response to criticism, with the ID 
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group more frequently reporting an internal negative 
emotional response (e.g. sad, depressed, down). These 
responses were noted to occur more frequently in the ID than 
non-ID groups across scenarios regarding performance 
(p = 0.053), popularity (p = 0.02), 
and autonomy (p = 0.003).  
One other study (Garaigordobil & Pérez, 2007), that found 
lower self-concept and lower self-esteem in adults with mild 
to moderate ID than individuals without ID, reported 
significantly higher levels of interpersonal sensitivity (p = 0.01) 
in the ID group. Interpersonal sensitivity, as measured by the 
SCL-90-R (Derogatis et al., 1983), relates to feelings of shame, 
the tendency to feel inferior to others, and hypersensitivity to 
attitudes/opinions of others.  
Consistent findings across these studies suggest that the 
higher the level of perceived or felt external shame, the higher 
the level of self-reported psychological distress. However, this 
in itself does not directly explain the mechanisms and reasons 
why some individuals do or do not develop significant 
psychological/emotional difficulties after experiencing such 
shaming social interactions. For this, we turn to a review of 
research studies that have explored internal processes of self-
evaluation such as social comparison and self-criticism, which 
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relate more closely to the previously outlined concept of 
internal shame.   
 
Internal Shame 
Social Comparison 
Social comparison can be conceptualised from an evolutionary 
perspective as an evaluation of one’s social rank (Gilbert et al., 
2000), processes associated with competitive motives to gain 
status and attractiveness in social groups (Gilbert et al., 1995). 
Social comparisons can be directed upwards, downwards, or 
laterally. Upwards comparisons are those where one 
compares oneself to someone in a more favourable or 
superior position, downward comparisons comprising those 
comparing oneself to others seen as inferior, and lateral 
comparisons being those with others who are considered 
similar/the same on a comparison dimension. All of these can 
serve different functions and differentially impact on one’s 
emotions and self-esteem (Allan & Gilbert, 1995). Research in 
adult populations suggests that negative social comparison 
(i.e. feeling inferior) is highly related to shame, submissive 
behaviour, social anxiety, and depression (Gilbert et al., 2000).  
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Eight studies attempted to study the role of the process of 
social comparison(s), and its relationship between stigma and 
a number of important variables/outcomes pertaining to 
psychological distress and self-worth (e.g. levels of anxiety, 
depression, and self-esteem). The majority of these (n=5) 
utilised an adapted version of the Social Comparison Scale 
(SCS; Allan & Gilbert, 1995; Dagnan & Sandhu, 1999), which is 
a measure of one’s relative social rank derived through 
comparing oneself to others across the domains of rank and 
achievement, social attractiveness, and group belonging. 
Lower scores indicate general feelings of inferiority and low 
rank self-perceptions.  
Six studies found that when individuals with ID made negative 
(i.e. unfavourable) social comparisons, this was positively 
correlated/associated with higher levels of psychological 
distress, and negatively correlated with self-esteem (Dagnan & 
Sandhu, 1999; Dagnan & Waring, 2004; MacMahon & Jahoda, 
2008; McGillivray & McCabe, 2007; Paterson et al., 2012; 
Szivos-Bach, 1993). Dagnan and Sandhu (1999) reported a 
medium to strong significant correlation between total social 
comparison score and depression (r = -.0.50, p < 0.001), whilst 
Paterson et al. (2012) also report similar effects for the 
relationship between total social comparison score and self-
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esteem (r = 0.41 & 0.43, p = 0.01). The two studies that utilised 
clinical populations both found that those with ID who were 
clinically depressed made significantly more negative social 
comparisons than a non-depressed ID comparison group 
(MacMahon & Jahoda, 2008; McGillivray & McCabe, 2007), 
and that this reliably distinguished the two groups.    
However, there was some discrepancy across studies in the 
type of social comparisons made. Three studies found that 
individuals with ID tend to make downward and/or lateral 
social comparisons, namely seeing themselves as the same or 
more favourably/superior than others with an intellectual 
disability, and that this was generally related to lower levels of 
psychological distress and higher self-esteem (Jahoda et al., 
1988; Finlay & Lyons, 2000; Jahoda & Markova, 2004). One 
study (Paterson et al., 2012) reported that when individuals 
with ID compared themselves to fellow service users, if they 
rated themselves as more able/capable than their 
counterparts whilst reporting feeling part of the same group, 
this was correlated with higher levels of self-esteem (r = 0.4, p 
< 0.01). Equally, those with ID who saw themselves as more 
socially attractive and capable than comparison targets in the 
community also reported higher levels of self-esteem (r = 0.41, 
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p < 0.01), and a more positive view of self (Paterson et al., 
2012).   
When examining the domains in which social comparisons are 
made, four studies indicated that individuals with mild to 
moderate ID make more negative social comparisons (i.e. feel 
more inferior) on the domains of social attractiveness and 
achievement/capability (Dagnan & Sandhu, 1999; Dagnan & 
Waring, 2004; MacMahon & Jahoda, 2008; Paterson et al., 
2012; Szivos-Bach, 1993). One study found that social 
comparisons in the domain of social attractiveness (β = -0.32, 
p = 0.02) and group belonging (β = -0.29, p = 0.04) significantly 
and independently predicted depression in a regression model 
(Dagan & Sandhu, 1999). One study utilising a clinical sample 
found that depressed individuals made more negative social 
comparisons on the dimensions of social attractiveness (z = -
3.17, p < 0.01) and achievement (z = -2.01, p < 0.05) than their 
non-depressed matched counterparts (MacMahon & Jahoda, 
2008). Additionally, one study reported that higher levels of 
stigma were related to social comparisons on the dimensions 
of social attractiveness (r = 0.35, p < 0.05) and capability (r = 
0.34, p < 0.05) when individuals compared themselves to 
members of the community, but not similar others e.g. other 
service users/people with ID (Paterson et al., 2012).    
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Self-criticism and Self-evaluation 
Self-criticism can be conceptualised as a harsh, judgmental 
relationship with and way of relating to oneself. Theories of 
self-criticism suggest that its development is related to how 
others have treated us, typically in response to being shamed, 
criticised and rejected by others (Irons et al., 2006; Shahar et 
al., 2015), and that it can serve various functions (Gilbert et al., 
2004).   
Four studies (Dagnan & Waring, 2004; Esdale et al., 2015; 
Hartley & Maclean, 2009; McGillivray & McCabe, 2007) 
investigated the potential role of the other salient components 
of internal shame, namely that of self-criticism and self-
evaluative beliefs.  
Using regression analyses, Dagnan and Waring (2004) found 
that experiences of stigma were highly predictive of negative 
evaluative beliefs about the self (β = 0.55, p = 0.001), which in 
turn predicted negative social comparisons (β = -0.35, p = 
0.04). They found that whilst stigma was a significant predictor 
of social comparison on its own (β = -0.42, p = 0.01), this was 
mediated by negative evaluative beliefs.  
In examining numerous potential risk factors associated with 
and the development of depression in adults with mild to 
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moderate ID, McGillivray and McCabe (2007) found that self-
criticism was one of the most frequently reported indicators of 
and risk for depression. Self-criticism was self-reported more 
highly in the depressed group (68.8%) than both an ‘at risk’ 
group (39.6%) and a non-depressed group (3.6%). The same 
pattern was also observed for punishment feelings (depressed 
= 56.3%, ‘at risk’ = 25.1%, non-depressed = 3.6%), 
worthlessness (depressed = 56.3%, ‘at risk’ = 12.5%, non-
depressed = 5.5%), and self-dislike (depressed = 39.6%, ‘at risk’ 
= 12.5%, non-depressed = 0%). Further support for the role of 
self-criticism was evidenced in their multiple regression 
analysis, which found that negative automatic thoughts (as 
measured by the ATQ) had the greatest significant impact on 
depression scores (β = 0.55). Analyses also highlighted 
infrequent (β = -0.21) and poor quality social support (β = 
0.22) as significant predictors of depression scores, whilst 
social comparison did not contribute significantly (McGillivray 
& McCabe et al., 2007).      
In the Esdale et al. (2015) study, whilst the study design could 
not allow for more detailed analyses, content analysis 
revealed that the ID group managed to identify an equivalent 
number of self-derogatory responses to perceived/imagined 
criticism from others as a non-ID group. However, the ID group 
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were significantly more likely to focus the blame for criticism 
internally (p = 0.001). Furthermore, the ID group 
were significantly more likely to believe the criticism they 
received (p = 0.049), particularly in the domain of 
popularity (p < 0.001). 
 One other study (Hartley & Maclean, 2009) also reported that 
depressed individuals with ID were significantly more self-
blaming for negative events than a matched non-depressed 
comparison group, as evidenced by an elevated negative 
attributional style for negative and stressful social interactions.  
 
General Criticisms/Limitations of Research 
One of the major limitations of the studies lies in the fact that 
the majority of studies are cross-sectional in nature, and 
therefore any relationships that are found cannot be directly 
indicative of causality. Some of the sample sizes were 
relatively small, and the heterogeneity of samples makes it 
difficult to generalise findings as representative of the majority 
of people with mild to moderate ID. The vast majority of 
studies (n=11) recruited individuals from settings such as 
day/resource centres or residential settings, and thus may not 
be representative of individuals with ID in other community 
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settings (e.g. competitive and/or voluntary employment, 
supported living in the community).  
The majority of studies failed to investigate other potential 
factors that may act as mediators and moderators of both 
shame and psychological distress. These may include age, 
gender, race, socioeconomic status, level of social support, 
sexuality, presentation of challenging behaviour, and the 
degree, nature, and ‘visibility’ of intellectual disability. Only 
three studies investigated the association and potential 
influence of these sociodemographic variables (Ali et al., 
20151&2) on these domains, or specifically age and gender 
(Dagnan & Waring, 2004; Paterson et al., 2012) on scale scores 
of social comparative/self-evaluative components.   
Some of the limitations of the identified studies relate to the 
measurement, and specific elements and dimensions, of social 
comparison(s). Many of the studies fail to report the target 
group that individuals make comparisons to (e.g. whether this 
is fellow individuals with ID, or members of the community in 
general). At least two studies demonstrated that this makes a 
potentially significant difference on the types social 
comparisons made (MacMahon & Jahoda, 2008; Paterson et 
al., 2012), and the subsequent impact this can have on self-
esteem and psychological/emotional distress. Secondly, it is 
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also important to distinguish which domains of self individuals 
are making social comparisons on (e.g. social attractiveness 
and autonomy), as these will like equally impact on 
subsequent psychological distress and self-worth. One study 
did not explicitly report this, rather just providing an overall 
social comparison score (McGillivray & McCabe, 2007). Thirdly, 
the particular social circumstances of the participants used, 
such as living in residential and community settings, may also 
play a significant impact in terms of who individuals with ID 
compare themselves to, and on what domains. This varied 
significantly throughout the studies, and may have been a 
significant influencing factor on individuals’ experience of 
shame.  
The validity and reliability of some of the measures for this 
population is also somewhat questionable. Some of the 
measures utilised in studies are those that were validated on 
child populations, had been adapted/modified, and/or had not 
been properly validated on ID populations (e.g. McGillivray & 
McCabe, 2007). Additionally, the outcome measures and/or 
methods utilised to assess psychological distress and self-
worth varied across studies, which makes it difficult to 
generalise findings due to the differing psychometric 
properties and validity of each measure and procedure. The 
45 
 
adapted Rosenberg Self Esteem Scale (Rosenberg, 1965), 
which was widely used in many of the studies to assess 
individual’s self-esteem, has been seriously questioned as a 
reliable measure for use in this population, on the grounds of 
questionable internal reliability and poor criterion validity 
(Davis et al., 2009). The RSES also contains some social 
comparative items/components, which may confound findings 
when used alongside the Social Comparison Scale. This may 
explain why in some studies there was no observed 
moderating impact of social comparison between stigma and 
self-esteem when regression analysis was conducted, as has 
had been predicted (Paterson et al., 2012). As self-esteem and 
social comparison share some conceptual similarities, this may 
explain why in studies that utilise multiple regression analyses, 
social comparison is sometimes not found to be a significant 
predictor (McGillivray & McCabe, 2007) 
There are also some potential issues with the varying stigma 
measures used. Varying levels of reliability and validity have 
been reported for the stigma measures across studies, 
including differing factor structures (Abraham et al., 2002; 
Werner et al., 2012). Both stigma measures used in the 
identified studies potentially measure different aspects of 
shame and load them into one overall score of stigma 
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perception. Whilst they are helpful measures, it makes it 
especially difficult to distinguish between aspects of external 
and internal shame, and the impact that this may have on 
different facets of psychological distress and functioning. 
Additionally, these measures do not explicitly measure who 
has done the shaming (i.e. peers, family, general public), which 
may provide important information for effective formulation 
and intervention.  
Many of the studies identified processes through which 
individuals with ID engaged in social comparative and 
evaluative processes that helped mitigate psychological 
distress, maintain their self-esteem, not internalise shaming 
experiences, and/or thus demonstrate adaptive and resilient 
responses to such experiences. However, there was little 
explicit investigation, exploration or measurement of the 
processes, mechanisms, factors and contexts that may have 
contributed to these differing responses. 
There is a distinct lack of research with clinical populations, 
which would helpfully further elucidate to the extent shame 
and shame-based processes play in mental health issues in this 
population. The majority of studies were conducted with non-
clinical ID populations, so it is hard to generalise these findings 
to clinical ID populations. However, it may be safe to assume if 
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(milder) shame-based issues are evident and prevalent in non-
clinical populations, these are even more likely to be prevalent 
in clinical ID populations, which is supported by a limited 
number of studies included in this review (McGillivray & 
McCabe, 2007; MacMahon & Jahoda, 2008; Hartley & 
Maclean, 2009).      
 
Discussion 
Findings from this review appear to support the notion that for 
a significant number of individuals with mild to moderate ID, 
shaming (stigmatising) experiences may significantly impact on 
their sense of self, self-to-self relating (i.e. become self-
critical), the types of social comparisons they make with 
salient others, and subsequent self-worth and emotional well-
being. A handful of studies reported findings inconsistent with 
these results, where aspects of shame did not appear to 
negatively impact on self-concept (Jahoda et al., 1988) or 
result in unfavourable social comparisons (Jahoda & Markova, 
2004). A small number of studies (n=2) also reported relatively 
high levels of self-esteem in their participants in the face of 
apparent (external) shame (Abrahams et al., 2002; Paterson et 
al., 2012).    
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In synthesising the results, we draw on Gilbert’s (2002) 
evolutionary biopsychosocial model of shame (Figure 2, see 
Appendix 2) as a potentially helpful explanatory model and 
framework.  
 
Figure 2 [INSERT HERE] 
 
A number of the studies not surprisingly suggest that 
experiencing external shame appears in and of itself to elicit 
psychological distress, in engendering anxiety, depression and 
lowering self-esteem (e.g. Ali et al., 2015; Esdale et al., 2015; 
Paterson et al., 2012). This is not surprising, given that shame 
signals threat(s) to the (social) self, and corresponding 
biobehavioural responses to react to such threats, to prevent 
further harm or complete social rejection (Dickerson et al., 
2009). This would appear to suggest that a significant number 
of individuals with ID may feel unsafe in the world and their 
social contexts, due to previous and current experiences of 
seeing others as potentially rejecting or hostile, which 
activates a range of defensive processes such as anxiety and 
depression to avoid or cope with such actual or anticipated 
shame experiences (Gilbert, 1989, 2005).      
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Results from the studies in this review generally report 
significant relationships between stigma and negative 
evaluative beliefs about the self (Dagnan & Waring, 2004), 
heightened self-criticism (Esdale et al., 2015; McGillivray & 
McCabe, 2007) and negative self-attributions (Hartley & 
Maclean, 2009), and lower negative self-concept 
(Garaigordobil & Pérez, 2007). This could be explained by the 
process of the internalisation of shame following experiences 
of external shaming (Gilbert, 2003). One potential conceptual 
issue relates to whether these self-evaluative concepts are 
indeed distinct concepts and processes, or tapping into a more 
global sense of lower self-worth. Social mentality theory 
(Gilbert, 2005) would suggest that these processes are part of 
competitive social rank mentalities which are activated when 
one feels threatened and insecure. However, these issues are 
beyond the scope of this review, and require further 
investigation.         
Additionally, some of these studies suggested some individuals 
with ID have a heightened sensitivity to, and self-blame for, 
social criticism (Esdale et al., 2015; Dagnan & Waring, 2004). 
This may reflect a sensitivity to social put-down, whereby 
negative social experiences (e.g. being criticised, rejected, 
bullied, subordinated) result in heightened sensitivity to 
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criticism and social put-down from others (Gilbert & Miles, 
2000, Gilbert et al., 2006). Sensitivity to social-put down and 
subsequent self-blame for receiving criticism from others has 
been shown to be positively associated with shame, anxiety 
and depression in non-ID adult populations (Gilbert & Miles, 
2000; Gilbert et al., 2006). Indeed, there is some support for 
this from another study in this review, which found that 
individuals with ID are more interpersonally sensitive than 
those without ID (Garaigordobil & Pérez, 2007). In short, in 
many cases it is likely that some individuals internally relate to 
themselves in the same critical manner that others have 
treated them, particularly when faced with challenges, 
setbacks and failures, and that they subsequently expect 
others to think of and treat them in a similarly negative 
manner. Thus, they may shame themselves, which further 
negatively impacts on their psychological well-being, leaving 
them vulnerable to depression, anxiety, and other mental 
health difficulties. This is supported by research in non-ID 
adult populations, which demonstrates that self-criticism 
typically develops out of being treated negatively by others 
and is reliably associated with vulnerability to increased 
psychopathology (Irons et al., 2006; Stuewig & McCloskey, 
2005). 
51 
 
It appears to be a similar story in regards to social comparison. 
Although mixed findings were reported, a large majority of 
studies included in this review reported that negative social 
comparisons were related to higher levels of psychological 
distress and lower self-esteem (Dagnan & Sandhu, 1999; 
Dagnan & Waring, 2004; MacMahon & Jahoda, 2008; 
McGillivray & McCabe, 2007; Paterson et al., 2012; Szivos-
Bach, 1993). There was some suggestion that negative social 
comparisons are particularly elevated in adults with ID who 
are depressed as compared to those ID individuals who are 
not depressed (MacMahon & Jahoda, 2008; McGillivray & 
McCabe, 2007). Results would suggest that it is in the domains 
of social attractiveness and capability/ability where social 
comparisons are particularly salient for adults with ID, in that 
individuals with ID are more likely to experience shame in 
relation to these domains of self and social roles. The findings 
relating to social comparison are consistent with evolutionary 
social rank theory that has linked unfavourable social 
comparison(s) to shame, social anxiety, depression, and 
submissive behaviour in non-ID adult populations (Gilbert, 
1997, 2000; Gilbert et al., 2002; Allan & Gilbert, 1997).  
However, as this is a narrative review, it is not possible to be 
clear about causal theories such as these. This is due to the 
previously outlined limitations in the studies, and the fact that 
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the studies were not specifically designed to test such theories 
in relation to adults with ID.     
Whilst the above model can help to make sense of how and 
why shame and shame-based processes develop and operate 
in people with ID, it does not explicitly explain how shame is 
mitigated against or adaptively responded to. Research with 
adult populations suggests that protection against shame and 
subsequent psychopathology is related to past and current 
affiliative relationships with others that lead to experiences of 
social safeness, through being able to access and use social 
relationships as a source of soothing and safeness (Matos et 
al., 2015). At least one of the studies in this review suggested 
that for depressed individuals with ID that appear to 
experience shame-based difficulties (e.g. self-criticism, 
negative social comparison), lack of social connectedness and 
emotional support was evident (McGillivray & McCabe, 2007). 
Thus, the degree to which individuals feel emotionally 
connected and supported may potentially be significant 
factors in ameliorating shame and shame-based difficulties.   
Equally, many of the studies appear to suggest that individuals 
who engage in more downward or lateral social comparisons 
may experience less shame, as evidenced by higher levels of 
self-esteem when they engage in these more ‘positive’ 
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comparisons (Jahoda et al., 1988; Finlay & Lyons, 2000; Jahoda 
& Markova, 2004; Paterson et al., 2012), and elevated 
appraisals of their self-concept (Li et al., 2006). However, it 
remains open to debate as to whether this is a solely positively 
adaptive process in maintaining/sustaining one’s self esteem, 
or in some instances as a form defence against shame through 
denial (Allan & Gilbert, 1995; Sinason, 1992). There is evidence 
that both upward or downward social comparisons can reduce 
prosocial behaviour towards and empathy for others (Yip & 
Kelly, 2013), lead to behavioural avoidance of others and 
social distancing (Chen & Shu, 2012), and to other forms of 
less prosocial behaviour such as derogating against similar 
others as a way of maintaining one’s self-esteem (Szivos-Bach, 
1993). Only one study in this review reported evidence 
relating to this more externalising, humiliating response to 
feeling shamed in individuals with ID (Szivos-Bach, 1993). 
Other studies not included in this review that have examined 
aggressive challenging behaviours in individuals with ID have 
suggested that this may be in response to being or feeling 
shamed in some way (Larkin et al., 2012). Furthermore, there 
is the wider issue that some individuals with ID are not aware 
or do not see themselves as having an ID, and therefore do not 
internalise the shame/stigma that can be associated with the 
label (Cunningham & Glenn, 2004).  
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Conclusion 
This review and synthesis suggests that shame and shame-
based processes may play a potentially significant role in the 
development and maintenance of psychological distress and 
mental health issues in some individuals with mild to 
moderate ID. Not surprisingly, as much of the previous 
research on stigma has suggested, there appears to be a direct 
relationship between experiences of being shamed and 
believing that others perceive the self negatively (external 
shame), and the development/experience of significant 
psychological distress in adult individuals with mild to 
moderate ID. However, the significance of these findings is 
somewhat limited by the cross-sectional nature of the vast 
majority of the included studies.   
Furthermore, this review provides further support for the 
notion that these individuals also experience difficulties 
relating to internal shame, in terms of becoming prone to 
feeling inferior to others and ‘bad’ about the self. This includes 
engaging in shame-based self-evaluative processes such as 
negative social comparison and self-criticism, much in the 
same manner that adults without an ID also engage in these 
processes (Dagnan & Sandhu, 1999; Dagnan & Waring, 2004; 
Esdale et al., 2015). Similarly, there is no reason to assume 
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that these psychological/emotional processes are not 
amenable to psychological intervention as in non-ID 
populations, as demonstrated in recent therapy process and 
intervention studies (Pert et al., 2013; Idusohan-Moizer et al., 
2015).     
Although the evidence reviewed, and thus the scope of the 
review, is somewhat limited, there are several implications 
that potentially arise. In terms of implications for further 
research, more research is required into the potential role of 
shame in mental health issues in individuals with ID, possibly 
with the development/adaptation and validation of existing 
shame measures such as the Other as Shamer Scale (Goss et 
al., 1994) for this population. Such recommendations for the 
development of similar, stigma-based measures have already 
been made elsewhere (Werner et al., 2012). Furthermore, 
more research is likely required into the various factors and 
processes that mitigate/ameliorate shame in this population.  
In terms of potential clinical implications, clinicians need to be 
mindful of shame-based issues when assessing and treating 
people with ID, and to more actively assess for and include 
these in their formulations and treatment plans. Accordingly, 
clinicians may wish to develop and adapt psychological 
interventions that explicitly work with and reduce shame 
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(external and internal), unhelpful social comparisons, and self-
criticism in this population. Interventions that explicitly 
cultivate self-compassion as an antidote to shame and self-
criticism may be promising options. Self-compassion has been 
shown in general adult populations to be associated with 
reduced psychopathology (MacBeth & Gumley, 2012), reduced 
shame and self-criticism and (Gilbert & Procter, 2006), and a 
more stable sense of self-worth and predictor of emotional 
well-being than self-esteem (Neff & Vonk, 2009).    
Compassion Focused Therapy (CFT; Gilbert, 2005, 2009, 2010) 
is one such promising approach, as it was originally specifically 
developed for individuals with mental health difficulties 
characterised by high shame and self-criticism. CFT explicitly 
targets the development of affiliative emotion that helps to 
engage with and regulate difficult (threat-based) emotions, 
and tone up positive emotions of safeness, contentment, and 
well-being. Given that recent research indicates that 
individuals with ID respond to affiliative signals that positively 
impact on their sense of self and well-being (Esdale et al., 
2015), helping them cultivate self-compassion could be a 
powerful resource to regulate shame, reduce and cope with 
distress, and improve emotional well-being and resilience. 
There is growing evidence for the effectiveness of CFT for a 
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range of psychological difficulties in people without an ID 
(Leaviss & Uttley, 2015; Beaumont & Hollins Martin, 2015). 
However, there is currently a lack of research into the use of 
CFT with people with ID. Hence, this is an area that warrants 
further study. 
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APPENDIX 1 
Table 1 Overview of studies examining shame/shame-based process in individuals with a mild to moderate Intellectual Disability 
Study Country Research 
Method/Design 
Sample Size & 
Characteristics 
Measures & 
Procedures 
Aspect(s) 
of Shame 
measured  
Main Findings Limitations 
Abraham et al. 
(2002) 
UK Cross-sectional  50 (22 male, 28 
female; age range 
23-65) 
Stigma Scale, Self-
esteem measure 
(Szivos-Bach, 1993)  
External Self-esteem negatively correlated 
with stigma; self-esteem generally 
high; half of sample scored lowest on 
aspects of stigma (reputation & 
stranger concern)  
Participants recruited 
from two day centres, 
limited generalisability 
(some participants living 
at home whilst others in 
supported living), IQ not 
formally assessed 
Ali et al. 
(2015)
1&2 
UK Cross-sectional 229 
(120 male, 109 
female) 
Perceived Stigma of 
Intellectual Disability 
Scale, CORE 14-item 
version, QofL 
Questionnaire 
External Self-reported stigma significantly 
positively associated with 
psychological distress (including when 
adjusted for potential confounds), 
including both subscales of PSID ; 
psychological distress fully mediated 
relationship between self-reported 
stigma and other outcome variables 
(e.g. Quality of Life); moderate ID, 
age, and gender (male) related to 
severity of self-reported stigma 
 
IQ not formally measured, 
all outcome measures 
self-report, excluded 
participants with a 
diagnosed mental health 
problem 
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Study Country Research 
Method/Design 
Sample Size & 
Characteristics 
Measures & 
Procedures 
Aspect(s) 
of Shame 
measured  
Main Findings Limitations 
Chen & Shu 
(2012) 
Taiwan Qualitative 14 (8 male, 6 
female; age range 
17-22) 
Semi-structured 
interviews  
External & 
Internal 
Participants aware of sources of 
stigma; evidence they internalised 
stigma through viewing themselves as 
‘not good’, ‘odd’, ‘sick’, and 
‘troublemakers’; utilised avoidance, 
isolation, and self-promotion as way 
of coping  
Small sample size, limited 
generalisability 
(participants were 
students recruited from 
one higher special 
educational 
establishment), excluded 
those with ASD diagnoses  
 
Dagnan & 
Sandhu  (1999) 
UK Cross-sectional 43 (25 male, 18 
female), mean age 
35.1 years 
Social Comparison 
Scale (SCS), Rosenberg 
Self-esteem Scale 
(RSES), Zung 
Depression Scale 
(Zung, 1965) 
Internal Social comparison and self-esteem 
total scores negatively associated 
with depression; positive self-esteem, 
and social comparison on dimensions 
of social attractiveness and group 
belonging negatively related to 
depression 
Overlap of self-esteem 
and social comparison 
measures may confound 
analysis, no control group 
for comparison or to take 
account of confounding 
variables  
Dagnan & 
Waring (2004) 
UK Cross-sectional 39 (21 males, 18 
females), age 
range 23-65 years 
Stigma Scale, 
Evaluative Beliefs 
Scale, Social 
Comparison Scale (SCS)  
External & 
Internal  
Total stigma score predicted negative 
evaluative beliefs, in turn predicting 
social comparison; relationship 
between negative self-evaluations 
and social attractiveness dimension of 
social comparison, stigma directly 
impacted on social comparison 
Cannot determine 
causality due to cross-
sectional nature, internal 
reliability for SCS in study 
was low 
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Study Country Research 
Method/Design 
Sample Size & 
Characteristics 
Measures & 
Procedures 
Aspect(s) 
of Shame 
measured  
Main Findings Limitations 
processes, mediated by evaluative 
beliefs 
Esdale at el. 
(2015) 
UK Between-groups 20 with ID (12 
male, 8 female; 
age range 18-54 
years), control 
group of 20 adults 
without ID (9 male, 
11 female; age 
range 18-63 years) 
Glasgow Depression 
Scale for people with a 
Learning Disability 
(GDS-LD), Praise and 
Criticism Task (PACT) 
External & 
Internal 
ID group more likely to believe and be 
distressed by criticism and focus 
blame for criticism internally, but also 
more likely to believe praise and 
experience related positive affect 
Small sample size, 
experimental paradigm, 
no 
assessment/measurement 
of perceived stigma 
(external shame) 
Finlay & Lions 
(2000) 
UK Qualitative 33 (13 male, 20 
female; age range 
18-65) 
Semi-structured 
interviews  
Internal Tendency to make lateral & 
downward social comparisons with 
others with ID (viewing themselves as 
the same or better) 
No assessment/ 
exploration of 
experiences of stigma 
(external shame) 
Garaigordobil & 
Pérez (2007) 
Spain Between-groups 42 with ID (33 
male, 9 female; 
age range 19-40 
years), 128 without 
ID (74 male, 54 
female; age range 
12-65 years) 
Rosenberg Self-esteem 
Scale (RSES), Adult & 
Adolescent Self-
concept Adjective 
checklist (LAEA), 
Revised Symptom 
Checklist (SCR-90) 
Internal Significantly lower self-concept and 
self-esteem in ID group than non-ID 
comparison; significantly higher 
psychopathological symptoms in ID 
vs. non-ID group, including highly 
significant difference in levels of 
interpersonal sensitivity  
No measure of perceived 
stigma (external shame) 
utilised, unbalanced 
sample sizes for 
comparison  
Hartley & 
Maclean (2009) 
USA Between-groups 47 depressed (24 
male, 23 female; 
Causal Attribution 
question (assessed 
Internal Significantly higher frequency of 
negative attributions in depressed 
No assessment/measure 
of perceived stigma 
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Study Country Research 
Method/Design 
Sample Size & 
Characteristics 
Measures & 
Procedures 
Aspect(s) 
of Shame 
measured  
Main Findings Limitations 
mean age 42.62) 
vs. 47 non-
depressed (24 
male, 23 female; 
mean age 41.74)  
independently by two 
separate parties across 
domains of Internality, 
Stability, & Globality); 
also assessed 
frequency & severity 
of negative social 
interactions, and 
Coping strategies 
than non-depressed group for 
stressful/negative events and social 
interactions; significantly more 
avoidant coping strategies reported in 
depressed vs. non-depressed group  
(external shame) utilised, 
potential confounds as 
some participants in both 
groups had non-
depressive psychiatric 
diagnosis 
Jahoda et al. 
(1988) 
UK Qualitative 12 (5 male, 7 
female), age range 
21-40 years  
Semi-structured 
interviews 
External  All participants reported awareness of 
stigma; 25% of participants identified 
themselves as ‘essentially different’, 
majority (75%) identified themselves 
as ‘essentially the same’ as others 
 
Small sample size, method 
of qualitative analysis (e.g. 
coding and identification 
of themes) not reported  
Jahoda & 
Markova (2004) 
UK Qualitative 10 community 
group (3 male, 7 
female; age range 
20-40), 18 hospital 
group (15 male, 3 
female; age range 
20-55) 
Semi-structured 
interviews 
External & 
Internal 
All participants aware of being 
stigmatized (e.g. social rejection, 
humiliation, discrimination, prejudice) 
in day-to-day lives, and aware of 
stigma associated with ID; majority 
made downward social comparisons 
with peers  
Small sample size, validity 
& reliability of coding 
frame for data not 
assessed or verified 
Li et al. (2006) China Qualitative 135 with mild Semi-structured External Lack of social acceptance from others Cultural variables (e.g. 
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Study Country Research 
Method/Design 
Sample Size & 
Characteristics 
Measures & 
Procedures 
Aspect(s) 
of Shame 
measured  
Main Findings Limitations 
ID(65 male, 70 
female; age-range 
18-52 years) vs. 
146 non-ID adults 
(age range 20-55) 
interviews using 
Chinese version of 
Adult Source of Self-
esteem Inventory 
(ASSEI; Elovson & 
Fleming, 1989) 
(friends/peers/co-workers/general 
public) contributed to ‘bad’ feeling an 
day-to-day life; majority of 
participants reported more 
positive/elevated self-concept and 
self-esteem compared to non-ID 
comparison group 
collectivist values) may 
have been defining 
influence & not controlled 
for, generalisabiltiy of 
sample due to majority 
being in special 
educational settings  
MacMahon & 
Jahoda (2008) 
UK Between-groups 18 depressed vs. 
18 non-depressed  
Glasgow Depression 
Scale for people with a 
Learning Disability 
(GDS-LD), Sung 
Depression Scale, 
Rosenberg Self-Esteem 
Scale (RSES), Social 
Comparison Scale (SCS) 
Internal  Significantly higher level of negative 
social comparisons reported in 
depressed vs. non-depressed group; 
lower levels of self-esteem in 
depressed vs. non-depressed group 
(low self-esteem & depression highly 
correlated); positive social 
comparisons more salient for non-
depressed group  
Small sample size, groups 
not well matched,  limited 
generalisability due to 
specific social 
circumstances 
McGillivray & 
McCabe (2007) 
Australia Between-groups 151 (83 male, 68 
female; age range 
19-68 years) 
Beck Depression 
Inventory II (BDI-II), 
Reynolds Adolescent 
Depression Scale 
(RADS), Social 
Comparison Scale 
(SCS), Rosenberg Self-
Internal Significant difference on social 
comparison and self-esteem 
(significantly lower), and negative 
automatic thoughts (significantly 
higher) between individuals with and 
without depression symptoms; levels 
of self-criticism and self-dislike  
No measures relating to 
perceived stigma 
(external shame) utilised, 
use of modified measures 
with unsubstantiated 
psychometric 
validity/integrity 
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Study Country Research 
Method/Design 
Sample Size & 
Characteristics 
Measures & 
Procedures 
Aspect(s) 
of Shame 
measured  
Main Findings Limitations 
esteem Scale (RSES), 
Automatic Thoughts 
Questionnaire-Revised 
(ATQ-R) 
reported with greater frequency in 
depressed vs. non-depressed group 
Paterson et al. 
(2012) 
UK Cross-sectional 43 (18 male, 25 
female), age range 
20-66 
Stigma Scale, Social 
Comparison Scale 
(SCS), Rosenberg Self-
esteem Scale (RSES) 
External & 
Internal 
Greater perception of stigma related 
to negative social comparisons and 
lower self-esteem (only negative self-
esteem factor related to stigma) 
Relatively small sample 
size, overlap of self-
esteem and social 
comparison measures 
may confound analysis 
Petrovski & 
Gleeson (1997) 
Australia Cross-sectional 
(mixed methods) 
31 (15 male, 16 
female), aged 
range 18-41 
Stigma Scale, Self-
esteem measure 
(Social Comparisons 
test; Szivos-Bach, 
1993); semi-structured 
interviews 
External Negative correlation between stigma 
& self-esteem, 47% reported feeling 
‘different’ & not comfortable feeling 
this way; stigma also associated with 
loneliness 
Small sample size only 
drawn from one source 
(one vocational agency) 
Szivos-Bach 
(1993) 
UK Cross-sectional 50 (30 male, 20 
female), age-range 
16-21 
Stigma Scale, Self-
esteem measure 
(Social Comparisons 
test) Aspirations & 
Expectations 
External & 
Internal 
Higher levels of stigma associated 
(negatively correlated) with lower 
levels of self-esteem; slight tendency 
towards downward social 
comparisons; participants with lowest 
self-esteem reported poorer opinions 
of friends and more loneliness  
Relatively small sample, 
limited generalisability 
due to where sample 
drawn from (further 
educational 
establishments), potential 
confounds with self-
esteem measures 
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APPENDIX 2 
 
Figure 1 Flow diagram of study selection process 
 
 
Records after duplicates 
removed                                          
(n = 736) 
Excluded (n = 15):                        
Review article (n = 1) 
Systematic review (n = 2) 
Conceptual/theoretical article (n 
= 4) 
Adolescent sample (n = 3) 
Scale Development (n = 2) 
Sample size too small (n = 1) 
No implicit/explicit exploration 
of shame or stigma (n = 1) 
Health disability focus (n = 1) 
 
Excluded (n = 681):                        
Irrelevant 
Child & student samples 
Parent/sibling/family 
experiences (courtesy & affiliate 
stigma)  
Case studies 
Systematic review 
Theoretical models 
                                 
 
 
Records identified from 
electronic databases                    
(n = 1019) 
 
Studies (full text articles) 
selected for detailed evaluation 
and further assessed for 
eligibility (n = 33) 
Studies (articles) included in the         
review (n = 18) 
Records identified from other 
sources (n = 5) 
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Social-cultural contexts relating to economic opportunities, group 
conflicts, political structure, cultural rules for honour/pride/shame
PERSONAL EXERPENCES OF SHAMING - STIGMA 
Family: Criticism, high expressed emotion, negative labelling, abuse
Social group: Bullying, discrimination, prejudice, stigma
External Shame
devalued by other
excluded
avoided criticised
Humiliation
other-devaluation
external attribution
unjust - revenge/anger
Internalised Shame
self-devaluation
internal attribution
depressed/anxious
reflected stigma (to family or others)
rejection by the community
Innate motives for attachment and group belonging; 
needs to stimulate positive affect in the minds of others; 
Unfolding cognitive competencies for self-evaluations
 
 
 
 
 
 
 
 
 
Figure 2 Evolutionary and biopsychosocial model of shame (adapted from Gilbert, 
2002) 
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SECTION 3: Empirical paper 
“Finding the person you really are...on the inside”: A feasibility study of 
adapted group Compassion Focused Therapy for adults with intellectual 
disabilities (CFT-ID) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
81 
 
Journal of Intellectual Disabilities (JOID) Submission Guidelines  
The aim of the journal is to publish original research or original contributions to 
the existing literature on intellectual disabilities. 
 1. Article types 
Your manuscript should ideally be between 6000 and 8000 words long, and 
double spaced. Please also supply an abstract of 100-150 words, and up to five 
keywords, arranged in alphabetical order. 
Books for review should be sent to: Dr Roja D.Sooben, Senior Lecturer 
Learning Disability Nursing Research Lead, Room 1F300, University of 
Hertfordshire, College Lane, Hatfield, Herts AL10 9AB. 
Back to top 
  
2. Editorial policies 
2.1 Peer review policy 
Each paper submitted, if considered suitable by the Editor, will be refereed by at 
least two anonymous referees, and the Editor may recommend revision and re-
submission. 
2.2 Authorship 
All parties who have made a substantive contribution to the article should be 
listed as authors. Principal authorship, authorship order, and other publication 
credits should be based on the relative scientific or professional contributions of 
the individuals involved, regardless of their status. A student is usually listed as 
principal author on any multiple-authored publication that substantially derives 
from the student‟s dissertation or thesis. 
Back to top 
  
82 
 
3. Publishing Policies 
3.1 Publication ethics 
SAGE is committed to upholding the integrity of the academic record. We 
encourage authors to refer to the Committee on Publication Ethics‟ International 
Standards for Authors and view the Publication Ethics page on the SAGE 
Author Gateway 
3.1.1 Plagiarism 
Journal of Intellectual Disabilities and SAGE take issues of copyright 
infringement, plagiarism or other breaches of best practice in publication very 
seriously. We seek to protect the rights of our authors and we always 
investigate claims of plagiarism or misuse of published articles. Equally, we 
seek to protect the reputation of the journal against malpractice. Submitted 
articles may be checked with duplication-checking software. Where an article, 
for example, is found to have plagiarised other work or included third-party 
copyright material without permission or with insufficient acknowledgement, or 
where the authorship of the article is contested, we reserve the right to take 
action including, but not limited to: publishing an erratum or corrigendum 
(correction); retracting the article; taking up the matter with the head of 
department or dean of the author's institution and/or relevant academic bodies 
or societies; or taking appropriate legal action. 
Back to top 
  
4. How to submit your manuscript 
Before submitting your manuscript, please ensure you carefully read and 
adhere to all the guidelines and instructions to authors provided below. 
Manuscripts not conforming to these guidelines may be returned. 
Journal of Intellectual Disabilities is hosted on SAGE Track, a web based 
online submission and peer review system powered by ScholarOne 
Manuscripts. Please read the Manuscript Submission guidelines below, and 
83 
 
then simply visithttp://mc.manuscriptcentral.com/jnlid to login and submit your 
article online. 
IMPORTANT: Please check whether you already have an account in the 
system before trying to create a new one. If you have reviewed or authored for 
the journal in the past year it is likely that you will have had an account created. 
For further guidance on submitting your manuscript online please visit 
ScholarOne Online Help. 
All papers must be submitted via the online system. If you would like to discuss 
your paper prior to submission, please refer to the contact details below. 
Back to top 
  
5. Journal contributor’s publishing agreement    
Before publication SAGE requires the author as the rights holder to sign a 
Journal Contributor‟s Publishing Agreement. For more information please visit 
our Frequently Asked Questions on the SAGE Journal Author Gateway. 
Journal of Intellectual Disabilities and SAGE take issues of copyright 
infringement, plagiarism or other breaches of best practice in publication very 
seriously. We seek to protect the rights of our authors and we always 
investigate claims of plagiarism or misuse of articles published in the journal. 
Equally, we seek to protect the reputation of the journal against malpractice. 
Submitted articles may be checked using duplication-checking software. Where 
an article is found to have plagiarised other work or included third-party 
copyright material without permission or with insufficient acknowledgement, or 
where authorship of the article is contested, we reserve the right to take action 
including, but not limited to: publishing an erratum or corrigendum (correction); 
retracting the article (removing it from the journal); taking up the matter with the 
head of department or dean of the author‟s institution and/or relevant academic 
bodies or societies; banning the author from publication in the journal or all 
SAGE journals, or appropriate legal action. 
5.1 SAGE Choice and Open Access 
84 
 
If you or your funder wish your article to be freely available online to non 
subscribers immediately upon publication (gold open access), you can opt for it 
to be included in SAGE Choice, subject to payment of a publication fee. The 
manuscript submission and peer review procedure is unchanged. On 
acceptance of your article, you will be asked to let SAGE know directly if you 
are choosing SAGE Choice. To check journal eligibility and the publication fee, 
please visit SAGE Choice. For more information on open access options and 
compliance at SAGE, including self author archiving deposits (green open 
access) visit SAGE Publishing Policies on our Journal Author Gateway. 
Back to top 
  
6. Declaration of conflicting interests                   
Within your Journal Contributor‟s Publishing Agreement you will be required to 
make a certification with respect to a declaration of conflicting interests. Journal 
of Intellectual Disabilities does not require a declaration of conflicting interests 
but recommends you review the good practice guidelines on the SAGE Journal 
Author Gateway. 
Back to top 
  
7. Other conventions 
'Intellectual disability' and 'intellectual disabilities' should be written out in full in 
all instances and never abbreviated to 'ID'. Please provide a list, in alphabetical 
order, of abbreviations used, and spell them out (with the abbreviations in 
brackets) the first time they are mentioned in the text. As far as possible, please 
avoid the use of initials, except for terms in common use. 
Back to top 
  
8. Acknowledgements                                                          
85 
 
Any acknowledgements should appear first at the end of your article prior to 
your Declaration of Conflicting Interests (if applicable), any notes and your 
References. 
All contributors who do not meet the criteria for authorship should be listed in an 
`Acknowledgements‟ section. Examples of those who might be acknowledged 
include a person who provided purely technical help, writing assistance, or a 
department chair who provided only general support. Authors should disclose 
whether they had any writing assistance and identify the entity that paid for this 
assistance. 
8.1 Funding Acknowledgement 
To comply with the guidance for Research Funders, Authors and Publishers 
issued by the Research Information Network (RIN),Journal of Intellectual 
Disabilities additionally requires all Authors to acknowledge their funding in a 
consistent fashion under a separate heading. Please visit Funding 
Acknowledgement on the SAGE Journal Author Gateway for funding 
acknowledgement guidelines. 
Back to top 
  
9. Permissions 
Authors are responsible for obtaining permission from copyright holders for 
reproducing any illustrations, tables, figures or lengthy quotations previously 
published elsewhere. For further information including guidance on fair dealing 
for criticism and review, please visit our Frequently Asked Questions on the 
SAGE Journal Author Gateway.. 
Back to top 
  
10. Manuscript style 
86 
 
10.1 File types 
Only electronic files conforming to the journal's guidelines will be accepted. 
Preferred formats for the text and tables of your manuscript are Word DOC, 
RTF, XLS. LaTeX files are also accepted. Please also refer to additional 
guideline on submitting artwork [and supplemental files] below. 
10.2 Journal Style 
Journal of Intellectual Disabilities conforms to the SAGE house style. Click 
here to review guidelines on SAGE UK House Style 
10.3 Reference Style 
Journal of Intellectual Disabilities adheres to the SAGE Harvard reference 
style. Click here to review the guidelines on SAGE Harvard to ensure your 
manuscript conforms to this reference style. 
If you use EndNote to manage references, download the SAGE Harvard output 
style by following this link and save to the appropriate folder (normally for 
Windows C:\Program Files\EndNote\Styles and for Mac OS X 
Harddrive:Applications:EndNote:Styles). Once you‟ve done this, open EndNote 
and choose “Select Another Style...” from the dropdown menu in the menu bar; 
locate and choose this new style from the following screen. 
10.4. Manuscript Preparation 
The text should be double-spaced throughout and with a minimum of 3cm for 
left and right hand margins and 5cm at head and foot. Text should be standard 
10 or 12 point. 
10.4.1 Your Title, Keywords and Abstracts: Helping readers find your 
article online 
The title, keywords and abstract are key to ensuring readers find your article 
online through online search engines such as Google. Please refer to the 
information and guidance on how best to title your article, write your abstract 
and select your keywords by visiting SAGE's Journal Author Gateway 
Guidelines on How to Help Readers Find Your Article Online. 
10.4.2 Corresponding Author Contact details 
Provide full contact details for the corresponding author including email, mailing 
87 
 
address and telephone numbers. Academic affiliations are required for all co-
authors. These details should be presented separately to the main text of the 
article to facilitate anonymous peer review. 
10.4.3 Guidelines for submitting artwork, figures and other graphics 
For guidance on the preparation of illustrations, pictures and graphs in 
electronic format, please visit SAGE'sManuscript Submission Guidelines.  
Figures supplied in colour will appear in colour online regardless of whether or 
not these illustrations are reproduced in colour in the printed version. For 
specifically requested colour reproduction in print, you will receive information 
regarding the costs from SAGE after receipt of your accepted article. 
10.4.4 Guidelines for submitting supplemental files 
Journal of Intellectual Disabilities does not currently accept supplemental 
files. 
10.4.5 English Language Editing services 
Non-English speaking authors who would like to refine their use of language in 
their manuscripts might consider using a professional editing service. 
Visit http://www.uk.sagepub.com/journalgateway/msg.htm for further 
information. 
Back to top 
  
11. After acceptance            
11.1 Proofs 
We will email a PDF of the proofs to the corresponding author. 
11.2 E-Prints 
SAGE provides authors with access to a PDF of their final article. For further 
information please visithttp://www.sagepub.co.uk/authors/journal/reprint.sp. 
11.3 SAGE Production 
At SAGE we place an extremely strong emphasis on the highest production 
88 
 
standards possible. We attach high importance to our quality service levels in 
copy-editing, typesetting, printing, and online publication 
(http://online.sagepub.com/). We also seek to uphold excellent author relations 
throughout the publication process. 
We value your feedback to ensure we continue to improve our author service 
levels. On publication all corresponding authors will receive a brief survey 
questionnaire on your experience of publishing in Journal of Intellectual 
Disabilities with SAGE. 
11.4 OnlineFirst Publication 
A large number of SAGE journals benefit from OnlineFirst, a feature offered 
through SAGE‟s electronic journal platform, SAGE Journals Online. It allows 
final revision articles (completed articles in queue for assignment to an 
upcoming issue) to be hosted online prior to their inclusion in a final print and 
online journal issue which significantly reduces the lead time between 
submission and publication. For more information please visit our OnlineFirst 
Fact Sheet 
Back to top 
  
12. Further information 
Any correspondence, queries or additional requests for information on the 
Manuscript Submission process should be sent to the Editorial Office as 
follows: mlnhatton@mlnhatton.karoo.co.uk 
Back to top 
 
 
 
 
89 
 
“Finding the person you really are...on the inside”: A 
feasibility study of adapted group Compassion Focused 
Therapy for adults with intellectual disabilities (CFT-ID) 
 
 
Neil Clapton 
North Wales Clinical Psychology Programme, School of Psychology, Bangor University, UK 
 
Jonathan Williams 
Denbighshire Complex Disabilities Team, Betsi Cadwaladr University Health Board, UK 
 
Gemma M Griffith 
Centre for Mindfulness Research and Practice, Bangor University, UK 
 
Robert SP Jones 
North Wales Clinical Psychology Programme, School of Psychology, Bangor University, UK 
 
 
 
 
 
 
Corresponding author: 
Neil Clapton, North Wales Clinical Psychology Programme, Bangor University, 43 College Road, Bangor, 
Gwynedd LL57 2DG  
Email: psp2d9@bangor.ac.uk or Neil.Clapton@compassionatemind.co.uk 
90 
 
Abstract 
This study utilised a mixed methods approach to examine the feasibility and 
acceptability of group Compassion Focused Therapy for adults with Intellectual 
Disabilities (CFT-ID). Six participants with mild ID participated in six sessions of group 
CFT, specifically adapted for adults with ID. Session-by-session feasibility and 
acceptability measures suggested that participants understood the group content and 
process, and experienced group sessions and experiential practices as helpful and 
enjoyable. Thematic analysis of focus groups identified four themes relating to (1) 
Motivations for attending; (2) Direct experiences of the group; (3) Initial difficulties in 
being self-compassionate; and (4) Positive emotional changes. Pre and post-group 
outcome measures indicated significant increases in self-compassion, and significant 
reductions in both self-criticism and unfavourable social comparisons. Results suggest 
that CFT can be adapted for individuals with ID, and provides preliminary evidence that 
people with ID and psychological difficulties may experience a number of benefits from 
this group intervention. 
 
Keywords 
Compassion, compassion focused therapy (CFT), intellectual disability, self-criticism, 
shame 
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Introduction 
People with Intellectual Disabilities (ID) are often exposed to, and have to contend 
with, experiences of social rejection, exclusion, discrimination and stigmatisation (Ali 
et al., 2012; Ditchman, et al., 2013; Werner, 2015). Growing evidence suggests these 
experiences significantly negatively impact on a number of psychological and 
emotional processes, such as the internalisation of stigma known as self-stigma (Ali et 
al., 2012), and the development and maintenance of psychological distress in adults 
with ID (Ali et al., 2012, 2015). Stigma processes can be helpfully conceptualised 
through the lens of shame. Gilbert’s (1997, 1998, 2002) evolutionary biopsychosocial 
model of shame consists of two separate but over-lapping components. External 
shame relates to experiencing oneself as living negatively (e.g. as bad, unattractive, 
flawed, defective) in the minds of others, feeling rejected and vulnerable to attack, 
making the social world unsafe and thus activating a range of defensive strategies (e.g. 
anxiety, depression) to deal with these perceptions. Internal shame relates to an 
internal self-focus, negative self-evaluations (e.g. self-criticism) and self-directed 
(shame) affects, where the self is evaluated as inadequate, flawed or bad.  
The role of shame in the development and maintenance of psychological distress in 
those with ID is relatively neglected and overlooked, and not always specifically 
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targeted in interventions. Research indicates that some individuals with mild to 
moderate ID experience their ‘disability’ as a significant stressor, particularly the 
aspect of being seen as ‘disabled’ by the general public (Bramston et al., 1999). Many 
individuals with ID engage in negative social comparisons with others that lead to a 
sense of shame and subsequent mental health difficulties such as anxiety and 
depression (Dagnan & Sandhu, 1999; Dagnan & Waring, 2004), particularly through 
internalised shame (i.e. self-stigma) that results in negative self-evaluations and self-
criticism (Ali et al., 2012; Dagnan & Waring, 2004; Esdale et al., 2015). Perception of 
stigma in adults with ID has been linked to negative social comparisons, subsequent 
depression and low self-esteem (MacMahon & Mahoda, 2008; Paterson et al., 2012). 
Recent research suggests that individuals with ID are more likely to believe and be 
distressed by (social) criticism than non-ID controls (Esdale et al., 2015). Group-analytic 
research has also identified shame, rejection, and grief as a common themes among 
individuals with mild ID (O’Connor, 2001), seemingly driven by the desire to fit in and 
be ‘normal’, and not be seen as having an ID.  
Such research suggests that developing and adapting psychological interventions that 
explicitly and directly work with shame (external and internal) may be a promising 
avenue in reducing psychological distress and improving the well-being of individuals 
with ID. One potential therapeutic avenue as an antidote to shame and self-criticism is 
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to focus on helping people cultivate compassion towards the self and others (Gilbert, 
2009, 2010; Neff, 2003a; Hofmann et al., 2011). 
Compassion Focused Therapy (CFT; Gilbert, 2005, 2009, 2010) is one such promising 
approach, as it was specifically developed for people with mental health difficulties 
characterised by high shame and self-criticism. CFT focuses on helping people access 
and stimulate affiliative motives, emotions and competencies underpinning 
compassion that play important roles in threat regulation, well-being, and prosocial 
behaviour (Gilbert, 2014, 2015). Research indicates that compassion training can have 
wide-ranging physiological and psychological benefits, including changes at a neural 
and emotional level (Klimecki et al., 2014; Weng et al., 2013, Jazaieri et al., 2013), and 
thus is a trainable skill. This is likely enhanced in a group setting, as central to CFT is the 
creation of affiliative contexts to share, de-shame, validate, soothe, and encourage 
(Bates, 2005).  
There is growing evidence for the effectiveness of CFT for a range of psychological 
difficulties in people without ID (Leaviss & Uttley, 2015; Beaumont & Hollins Martin, 
2015). CFT has been shown to be feasible, acceptable and efficacious in a group format 
for individuals with wide-ranging and complex mental health difficulties (Gilbert & 
Procter, 2006; Judge et al., 2012; Lucre & Corten, 2013), and when adapted into briefer 
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group therapies (Heriot-Maitland et al., 2014). Group-based CFT has been shown to 
reduce shame, self-criticism, negative social comparisons, depression and anxiety in 
clinical populations (Gilbert & Procter, 2006; Judge et al., 2012; Lucre & Corten, 2012). 
Group interventions have been developed and successfully adapted for individuals 
with ID (Rossiter et al., 2016), demonstrating effectiveness in reducing anxiety 
(Idusohan-Moizer et al., 2015), depression (McCabe et al., 2006), and problematic 
anger (Rose et al., 2000, 2005). In terms of compassion-based group interventions, one 
study has attempted to teach self-compassion to adult individuals with ID with 
recurrent depression and anxiety, but within the context of an adapted Mindfulness-
Based Cognitive Therapy (MBCT) group intervention (Idusohan-Moizer et al., 2015). 
Whilst this resulted in significant increases in compassion for self and other, and 
reduced anxiety and depression, compassion was not the primary focus of the 
intervention. Hence, it is not possible to tease out the specific effects of the self-
compassion component of this intervention. 
To date, no known study has formally adapted CFT and related practices of 
Compassionate Mind Training (CMT; Gilbert & Irons, 2005; Gilbert & Procter, 2006) for 
individuals with ID, and/or investigated whether this is feasible and acceptable in a 
group format for this population.  
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Aims 
The main aim of this study is to preliminarily investigate and explore whether an 
adapted CFT group intervention is feasible and acceptable for adults with ID who have 
concurrent mental health issues. Given that this is the first account of adapting and 
delivering a CFT group for individuals with ID, outcome data centres largely around 
session-by-session self-reports of participants perceived understanding and 
acceptability, and qualitative data regarding people’s experiences of and within the 
group. Supplementary quantitative outcome data regarding effects on levels of self-
compassion, psychological distress, and psychological well-being are also provided as 
initial exploration around potential efficacy of this adapted intervention. 
 
Method 
Recruitment procedure 
Participants were recruited from NHS Community Learning Disabilities teams in North 
Wales. The nature and aims of the study were discussed within appropriate 
multidisciplinary team meetings, and team members were encouraged to identify and 
refer potentially suitable candidates that met the inclusion criteria. Referral packs 
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were also left for team members as both reminders of inclusion/exclusion criteria, and 
participant information sheets were provisionally shared with potentially interested 
participants.  
The principal inclusion criteria were as follows: (1) a diagnosis of an Intellectual 
Disability; (2) aged 18+ (no upper age limit); (3) significant psychological distress, 
indicated by minimum score of 131 on the relevant index of the Psychological 
Therapies Outcome Scale for Intellectual Disabilities (Vlissides et al., in press); (4) 
accompanying self-criticism (as indicated by appropriate measures and informal 
behavioural observations); and (5) participants had to demonstrate the capacity to 
consent (as formally assessed in the pre-group assessment process). Exclusion criteria 
comprised of: (1) currently experiencing psychosis or mania; and (2) lack of capacity to 
understand the nature of participating in the research.  
 
Participants 
Nine participants were referred as potentially suitable candidates for the group. Two 
of these individuals were subsequently not assessed, due to one individual being in 
                                                             
1 Equivalent to mean total score on Brief Symptom Inventory for mild ID with Axis 1 diagnoses (Wieland 
et al., 2012)   
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crisis at the time of referral, and the other being referred too late to be able to 
undergo the pre-assessment process. Accordingly, seven individuals underwent the 
pre-group assessment process, with all meeting the inclusion criteria for the study. 
One of these individuals subsequently did not attend any of the group sessions, and 
was thus not included in the study. 
The mean age of the six participants included in the study was 38.5 years (SD = 15.6), 
consisting of four females (67%) and two males. All participants had previously been 
formally assessed for the presence of an Intellectual Disability, with all diagnosed as 
having mild ID (i.e. IQ between 51 and 70). All participants had a documented history 
of mental health issues that included anxiety (n = 1), depression (n = 1), or mixed 
anxiety and depression (n = 4).  
Two rounds of the groups ran consecutively on one site, in order to recruit a sufficient 
number of participants after receiving a small number of referrals for the first group. 
Participants were given a choice as to whether they wished to be accompanied by a 
supporter/carer. Group 1 consisted of three participants (2 female, 1 male), one of 
whom was accompanied by a support worker for two sessions. Group 2 consisted of 
three participants (2 female, 1 male), all of whom were accompanied by support 
workers for the entirety of the group.  
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Methods of evaluation 
This study utilised a mixed methods design combining quantitative and qualitative 
measures. Participants completed three outcome measures during the pre-group 
assessment process, and the same measures 2-4 weeks after the end of the 
intervention. The principal investigator assisted all participants in completing these 
measures.  
CFT-ID Session Feasibility and Acceptability Measure. This measure was designed by 
the project team as a descriptive measure of feasibility and acceptability, which was 
administered at the end of every group session. The measure consists of five questions 
(each with three response options), which attempt to ascertain: (1) how much of the 
session was understood; (2) whether the group was helpful or not; (2) how helpful the 
specific exercises were; (4) how easy/hard were the exercises/practices to engage in; 
and (5) whether or not they enjoyed the session. The scale was presented in an easy-
read format.   
Self-Compassion Scale-Short Form (SCS Short-Form; Raes et al., 2011). This scale is a 
shortened 12-item version of the original 26-item Self-Compassion Scale (Neff, 2003b) 
designed to assess an individual’s self-compassion across three components: self-
kindness, common humanity, and mindfulness. This provides an overall self-
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compassion score (Neff, 2015), or a two-factor structure where the original six 
subscales are separated into ‘self-compassion’ (positive subscales: self-kindness, 
common humanity, mindfulness) and ‘self-criticism’ (negative subscales: self-
judgement, isolation, over-identification) factors (Costa et al., 2015; López et al., 2015).  
The original Self-Compassion Scale (SCS) has demonstrated good psychometric 
properties, with the SCS Short-Form demonstrating a near perfect correlation with the 
long form SCS (r ≥ 0.97 all samples), and adequate internal consistency (Cronbach’s 
alpha ≥ 0.86 in all samples). This measure has yet to be validated or adequately applied 
to research within an ID population. Permission was obtained from one of the original 
authors to adapt the scale for the identified population. Adaptations involved 
simplifying the wording of the questions so that these were more understandable and 
accessible for an ID population, as per consultation with specialists in the field of ID 
(i.e. an experienced clinical psychologist and Speech and Language Therapist).    
The Psychological Therapy Outcome Scale for Intellectual Disabilities (PTOS-ID; Vlissides 
et al., in press). The PTOS-ID is a 29-item scale designed to measure both psychological 
distress (encompassing anger and anxiety) and positive wellbeing (psychological and 
interpersonal well-being) in people with ID, which lends itself favourably as a scale that 
is both accessible and meaningful to this population. Preliminary validation of the 
PTOS-ID suggests that it is a psychometrically robust measure of psychological distress 
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and well-being in this population, demonstrating good levels of construct and 
concurrent validity, reliability, and internal consistency (Vlissides et al., in press). 
The adapted Social Comparison Scale (Dagnan & Sandhu, 1999). This scale, adapted for 
adults with ID from the original Social Comparison Scale (Allan & Gilbert, 1995), 
examines the way people evaluate themselves through comparisons with others, 
across the domains of rank and achievement, social attractiveness, and group 
belonging. Lower scores indicate feelings of inferiority and general low rank self-
perceptions. The adapted scale has demonstrated a similar psychometric structure to 
the original scale (Dagnan & Sandhu, 1999), and reasonable Cronbach’s alphas (ranging 
from α = 0.56 to 0.76) for the full scale with this population (Dagnan & Sandhu, 1999; 
Paterson et al., 2012). 
Statistical Analysis. Within-group comparisons for pre-group and post-group mean 
scores across outcome measures were performed. All data were tested for normal 
distribution. 
Focus groups. A semi-structured interview schedule was utilised and adapted (with 
permission) from a previous study that developed the schedule to similarly investigate 
adult individuals’ experience of attending CFT groups for acute inpatient settings 
(Heriot-Maitland et al., 2014). The focus groups were conducted at the end of the final 
101 
 
session so as to capture participants’ immediate experiences of having undertaken and 
completed the group. Both focus groups were conducted by individuals who were not 
involved in the running of the group (a clinical psychologist and a trainee clinical 
psychologist), lasting for approximately 45 minutes. The focus groups were recorded 
via Dictaphone (with prior consent) in order to aid transcription. All six participants 
attended the focus groups.   
 
Intervention  
CFT is based on an evolutionary and neuroscience model of mind and emotional 
regulation, known as the ‘Three Circles’ model (Gilbert, 2009, 2014; Depue & Morrone-
Strupinsky, 2005) depicted in Figure 1 (see Appendix 2), and suggests that some 
mental health difficulties arise when these affect regulation systems become 
unbalanced, particularly when the threat system becomes poorly regulated (Gilbert, 
2010). CFT involves a significant amount of psychoeducation around the evolved 
nature of our minds that have left us with ‘tricky brains’, and how these three systems 
have become patterned, organised and conditioned by life experiences. A primary 
focus of CFT is to balance these systems through stimulating the affiliative/soothing 
system (Gilbert, 2010, 2014, 2015). This involves a series of compassion cultivation 
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exercises (CMT; Gilbert & Irons, 2005) such as attention training, soothing breathing 
rhythm, mindfulness, mentalizing, compassionate self-identity cultivation, the use of 
compassionate imagery, and enacting compassionate behaviours on a regular basis. 
 
Figure 1. [INSERT HERE] 
 
Adaptations to the group were made on the basis of recommendations for adapting 
psychological therapies and third-wave approaches for adults with ID (Taylor et al., 
2013; Gore & Hastings, 2016), and clinical experience of working with ID populations. 
Adaptations included the presentation of psychoeducational material in a concrete, 
visual manner that minimised the use of abstract language (supported by the use of 
PowerPoint slides), and other visual methods to support understanding and 
demonstrate the purpose of particular practices/exercises. A supporting workbook 
that contained simple written and visual summaries of each session and accompanying 
practice(s) was also developed, to further aid understanding and support 
home/personal practice. Table 1 (see Appendix 1) summarises the content of each 
session. 
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Table 1. [INSERT HERE] 
 
Each session lasted for approximately 90 minutes. Participants were instructed to 
practice the experiential exercises as part of personal practice between sessions, but 
frequency and duration of practice(s) was not recorded. 
The groups were facilitated by the principal investigator (NEC), who has approximately 
three years supervised CFT practice, has attended numerous CFT trainings and 
workshops, and attends regular group supervision with Professor Paul Gilbert. Group 1 
was co-facilitated by a senior clinical psychologist (JW) who has extensive experience 
adapting and delivering third-wave therapies for adults with ID. Group 2 was co-
facilitated by a trainee clinical psychologist. 
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Results 
Feasibility and acceptability data – attendance data and session-by-session 
feedback  
Six out of the seven participants (86%) completed the intervention. One individual who 
completed the pre-group assessment process did not attend any of the sessions, and 
was thus not included in any further analysis. Four participants (66.66%) completed 
the full six sessions, with the remaining two participants (33.33%) completing five of 
the six sessions. Participant 1 missed Session 4 due to a misunderstanding around 
dates/times of the group for that session, and Participant 2 missed Session 1 due to 
difficulties in finding the location of the group. Due to its foundational and 
introductory nature, Participant 2 was given the Session 1 module in a one-to-one 
session facilitated by the principal investigator.  
Table 2 (see Appendix 1) provides a summary of session-by-session feedback from the 
feasibility and acceptability measure, regarding perceived understanding and 
helpfulness of the group and practices. Participants clearly found the groups helpful 
and enjoyable, whilst there is more session-to-session variance in levels of 
understanding and perceived difficulty of experiential practices. 
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Table 2. [INSERT HERE] 
 
Quantitative analysis 
Data analysis. Although Kolmogorov-Smirnov tests were non-significant, these tests 
were considered underpowered due to the small sample size, preventing us from 
concluding that data met normality assumptions. Accordingly, Wilcoxon Signed-Rank 
tests were used to measure differences between pre-group and post-group scores 
across the measures, recommended as the most appropriate non-parametric test for a 
within-subjects repeated measures design for studies with small numbers of 
participants (Field, 2005).  Table 3 (see Appendix 1) provides a summary of observed 
changes between pre-group and post-group mean scores across outcome measures.  
 
Table 3. [INSERT HERE] 
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Self-compassion. Post-group total self-compassion scores were significantly higher 
than pre-group self-compassion scores (z = -1.99, p = 0.046). Using the two-factor 
structure, scores on the self-criticism factor significantly decreased pre to post-group 
(z = -2.21, p = 0.027), but there was no significant change on the self-compassion factor 
(z = -0.42, p = 0.674). Figure 2 (see Appendix 2) demonstrates changes in overall self-
compassion for each individual participant.  
 
Figure 2. [INSERT HERE] 
 
Psychological distress and well-being. There was no significant change in overall 
psychological distress (z = -0.954, p = 0.34) or psychological well-being (z = -0.28, p = 
0.783) scores. Figure 3 (see Appendix 2) demonstrates changes in overall psychological 
distress for each individual participant. 
 
Figure 3. [INSERT HERE] 
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Social comparison. Post-group scores for social comparison (using the total score) were 
significantly higher compared to pre-group (z = -2.00, p = 0.046), indicating a reduction 
in unfavourable social comparisons and thus feelings of inferiority.  Figure 4 (see 
Appendix 2) demonstrates changes in overall social comparisons for each individual 
participant.      
 
Figure 4. [INSERT HERE] 
 
 
Qualitative analysis 
Data analysis. All data obtained from the focus groups was analysed utilising thematic 
analysis (Braun & Clarke, 2006). This analytical approach was chosen as its primary 
purpose is to capture emerging themes, which best fit the primary aims of this study in 
exploring feasibility and acceptability. Thematic analysis followed the six phases of 
analysis outlined by Braun and Clarke (2006), as described in Table 4 (see Appendix 1).  
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Table 4. [INSERT HERE] 
 
Thematic analysis yielded four super-ordinate themes, with some containing sub-
themes, which were consistently identified from the focus groups: (1) Motivation(s) for 
Attending; (2) Direct Experiences of the Group; (3) Overcoming Fears, Blocks, and 
Resistances to Compassion; and (4) Changes relating to Self, Other, and Experiences. 
All participants’ names are pseudonyms.  
 
Theme 1: “Wanting to feel better about myself” – Motivation(s) for 
attending 
This super-ordinate theme describes participants’ many motivations for attending the 
CFT group, and thus the beginning of their therapeutic journey. These motives were 
often intrinsic (i.e. from within), extrinsic (i.e. from others/the environment), or a 
combination of the two. Most participants’ motives centred on the recognition of and 
desire to alleviate their own suffering.  
Intrinsic. Three participants reported that their main motivation for attending the CFT 
group was to change the way that they felt about themselves: 
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 ...to make me feel better about myself. (Beatrice) 
 Yeah, I think the same as well. (Kathy) 
Having the motivation to care for oneself and one’s well-being is seen as a crucial 
component of CFT, which leads to being able to engage with suffering and develop 
compassion. This is consistent with participants’ reasons for joining the group. For one 
participant, this specifically seemed to be grounded in an awareness of the negative 
impact that shame and self-criticism had, and was having, on their lives: 
It’s like, you’ve been, I’ve been beating myself up for such a long time, and even the 
last, forever...although I knew people felt the same way I did, anxious and scared and 
depressed and fed up, I always used to beat myself up to the point where I didn’t want 
to be here anymore. (Kathy) 
Half of the participants reported struggling to cope with specific events that had 
happened in their life, and that coming to the CFT group might help them (or give 
them the skills) to cope better with difficulties and suffering in life, as highlighted by 
Crispin: 
It’s just like, like, I can’t like see them *siblings+ anymore, so I thought to come here to 
like help me out kinda cope sort of thing...with not seeing them. (Crispin)  
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Extrinsic. Some participants also acknowledged that other significant people in their 
life (e.g. family members, friends) had encouraged them to attend the CFT group, 
explaining to participants that it might benefit them in some way. Two of the 
participants differentially described how the advice of others may have been 
experienced as more caring and supportive (affiliative-focused), or tinged with 
criticism and potential rejection (threat-focused): 
My sister...said that there’s a group starting...and it might help you because I’ve got 
issues, like...I’ve just recently lost Dad, so... (Anne) 
and 
...all my friends suggested that I should go to the group because they, they said they 
were getting a bit fed up of me being negative. (James) 
James further describes how his many motivations to attend appeared to reflect a 
desire to suffer less, realising that his current ways of coping with life’s difficulties 
were actually causing him great suffering, particularly in relation to his social 
relationships: 
I got to the stage where I got fed, fed up of lock, lock, locking me in my room, not 
socialising, wanting to be a calmer person, so so I went...I thought it’s not help, helping 
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locking myself in my room ‘cos you wouldn’t want a life at the end...it was getting to 
the stage where all my friends were getting upset... (James)  
One participant, who had talked about numerous fears of attending the group, 
reported that encouragement from a peer had been a significant factor in feeling able 
to attend: 
Um, and when it was suggested to me again, uh had a word with my friend and she 
said “well you know, try it, you don’t know what will happen until you try it.” And to be 
honest I’m glad I did. (Kathy)    
 
Theme 2: “It’s like...you’re not on your own” – Experiences of the group 
Participants often described how their direct experiences of being in the group had 
been a positive experience and benefitted them in some way (subordinate theme of 
‘everything was helpful’). This super-ordinate theme highlights the process and 
content of the CFT group, how this helped to de-shame participants’ suffering, and 
began to facilitate the cultivation of compassion (subordinate themes of ‘we’re not 
alone’ and ‘our brain works in mysterious ways’).  
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Everything was helpful. A consistent narrative that emerged from all participants’ 
responses was that they experienced the entirety of the CFT group as helpful: 
 Um, everything about it. (Zooey) 
 Yeah, everything really. (Crispin) 
What emerged from participants’ responses, and throughout the analysis, was that 
some of the participants appeared to find it difficult to articulate precisely what about 
the CFT group was most helpful: 
Ummm, everything really. Like, help me type of thing, stuff like that...like, how to like 
cope with things and stuff like that (Crispin) 
These difficulties in being able to recall, describe and articulate specific aspects of their 
learning and experiences within the CFT group may be associated with participants 
having an ID. However, despite these difficulties, all participants were very clear in 
reporting that the CFT group had been personally (and collectively) beneficial to them 
in a meaningful way: 
 I’m, I’m finding it really positive now thanks to this. (James) 
I think everything in, in its own way has helped us all in a different way. (Kathy) 
113 
 
The perceived benefits of attending and participating in the CFT group was further 
reflected in Crispin’s response when talking about recommending the group to others, 
and why he would do so: 
Umm, it would probably help them through life or something...like, probably if they 
had a bad life, how to cope with their bad life. (Crispin) 
We’re not alone. Participants generally reported that the opportunity to share their 
stories and experiences of suffering within the CFT group was powerfully de-shaming. 
This process, aided by core CFT concepts/principles such as ‘not your fault’, appeared 
to begin to depersonalise suffering and reduce participants’ sense of aloneness, as 
reflected by Kathy: 
It’s like, you’re not, you’re not on your own. You know, there are other people that are 
going through the same thing...I’d say *chuckles+, I’ve managed to realise that, that I’m 
not on my own. (Kathy) 
These emotional shifts in turn appeared to be related to an increased sense of 
common humanity. The process of sharing and de-shaming participants’ experiences 
and feelings helped them realise the normality of suffering as a shared human 
experience, and an increased sense of connectedness to/with others: 
 Zooey:  And being in like the same boat and all that 
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 Crispin: Yeah 
 Interviewer: Ahhh, ok, so you learnt that everybody’s in the same boat and 
 Crispin: Yeah 
 Zooey: Trying to get through life 
 Interviewer: Yeah? 
 Crispin: And we’re not alone. 
Our brain works in mysterious ways. One participant reported explicitly remembering 
some of the evolutionary concepts such as the ‘tricky brain’, but their articulation of 
this concept was vague and did not explicitly communicate a deeper level of 
understanding:  
 Zooey: The way our brain works and that 
 Interviewer: Ahhh okay, “the way our brain works.” How do our brains work? 
 Zooey: In many mysterious ways! 
This was also true for other core CFT concepts such as the ‘Three Circles’ affect 
regulation model. Participants demonstrated they had grasped some of the basic 
concepts, albeit displaying a degree of uncertainty when attempting to articulate their 
understanding: 
Zooey: The red one is where you’re worried a lot 
Interviewer: Uh hum 
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Crispin: Hum 
Zooey: The green one is where you’re so peaceful and relaxed 
Interviewer: Aahhhh 
Zooey: and the blue one is...(hesitant pause) 
Anne: In between 
Zooey: Yeah, in between 
Crispin: Yeah. 
Furthermore, some participants appeared to demonstrate some level of deeper 
understanding about these concepts, but some of their responses continued to be 
vague. Such responses may be indicative of some of the theoretical/conceptual 
aspects of the intervention being a little too complex for participants to fully grasp: 
Crispin: The green one’s better 
Zooey: Yeah 
Interviewer: The green one’s better. Brill. So is that where everybody is trying to get do 
you think? 
Crispin: Yeah  
Interviewer: Yeah? And then if somebody was in the red, how would they know? 
Zooey: They’d be feeling stressed 
Anne: They’d be down in the dumps 
Zooey: Feeling stressed 
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Crispin: Yeah.  
 
Theme 3: “Putting together the jigsaw” – Overcoming fears, blocks, and 
resistances to compassion 
Many of the participants reported initially finding compassion exercises/practices 
strange and difficult: 
When I first did the breathing, I thought “what is he *therapist+ on?!?”...you know, 
“this is daft!” (Kathy)  
The same participant described how they felt their tendency to be self-critical made it 
difficult to be compassionate to themselves, and thus made it initially hard to engage 
in the compassion practices:  
I’ve always been the same: beatin’ me self up, doin’ it again, do it again...and the being 
kind to yourself doesn’t happen. It’s sort of...it’s hard to be kind to yourself when 
you’re always used to not being kind to yourself... (Kathy) 
However, Kathy described how a sufficient level of trust in the therapist and safeness 
within the group allowed her to explore new things:   
117 
 
But once I, once I let myself do it [the breathing], it was kind of relaxing, and it does 
help you out in ways you wouldn’t even think about. (Kathy) 
Kathy further describes how being able to take in compassion from others, and have it 
modelled first, was crucial in overcoming these fears, blocks, and resistances and being 
able to develop compassion for oneself: 
...the being kinder part was nice because somebody else saw that in you, that you 
know is already there but you just can’t access it...I think sometimes you just need to 
be shown a couple of times, and then it depends on how your head is. Maybe you can 
carry it through... (Kathy)  
Another participant, who described having found it difficult their entire life to be 
compassionate to themselves, reported how they felt it was through repeated practice 
that they began to overcome these initial difficulties, and thus become more self-
compassionate:  
 Crispin: At first it was a bit hard, but the easier it got, but at first it’s hard... 
 Interviewer: Yeah?...do you feel like it’s a bit easier to put it all into practice? 
 Crispin: Yeah, like putting a jigsaw together and that! But with practice it gets easier. 
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Theme 4: “Looking at yourself from the inside” – Changes in relating to 
self, other, and experiences 
This super-ordinate theme reflects how engaging in CFT-specific compassion practices 
within and outside (e.g. personal practice) the group appeared to result in significant 
emotional changes. The subordinate themes describe positive changes in participants’ 
sense of self and self-to-self relating, and how compassion practice(s) appeared to be 
beginning to give them the strength to cope with difficulties and flourish in day-to-day 
life.    
Finding the inner peace of you – feeling calmer. Participants unanimously reported 
significant positive emotional changes, particularly as a result of engaging in and 
practicing Calm Breathing (Soothing Breathing Rhythm). For many, this appeared to be 
reflected in increases in affiliative and contented emotion, such as feeling calmer, 
safer, and more relaxed, a core therapeutic target in CFT: 
 I, I’ve learnt the breathing exercises can keep you, keep you more relaxed. (James) 
 ...it, it sort of chills you out. (Kathy) 
 Relaxing your body. (Crispin) 
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One participant described how the Calm Breathing exercise helped her find an inner 
point of safeness and stability: 
 Interviewer: What would you say it’s changed? What has it helped you do? 
 Zooey: Be the...inner peace of you...like, looking at yourself from the inside. 
Some participants described how engaging in these exercises helped regulate threat 
processing and threat-based emotions, such as worries and anxiety, whilst also 
increasing affiliative feelings of safeness, contentment, and well-being:  
 Interviewer: Any other ways it has helped? 
Crispin: Urm (brief pause), trying to clear my mind [of my siblings] really, like, not 
seeing them again sort of thing...just like, be happy really and not worry about it. See 
like, ‘cos I know they’re safe kinda thing...      
 
Coping with my inner self – increased self-compassion. Participants unanimously 
reported changes in self-to-self relating, but again their verbal accounts were often 
vague. A number of participants specifically reported that the group in general had 
contributed to a sense of increased self-understanding: 
It just...helped me understand myself a little bit better...urm, how to cope with my 
inner self, basically. (Anne)  
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For other participants, developing self-compassion through the compassion practices 
appeared to lead to increased self-acceptance, reduced shame and self-criticism, and 
positive changes in how they related to others and general experiences in life: 
...I’m not that negative like I used to be...being kind, kinder to yourself ones help, ‘cos 
‘cos I don’t think much that I’m a weak link anymore... (James)  
and  
...and you know you can, you can find it in, in yourself to be nice to yourself, to be nice 
to other people...instead of being the one that...beating yourself up... (Kathy)  
One participant reported how becoming more compassionate appeared to be a 
transformational process of becoming the version of themselves that they wanted to 
be, a key therapeutic process in CFT: 
 Finding the person you really are...on the inside. (Zooey) 
 
Having the courage – using practices in real life. The majority of participants were able 
to report and reflect on how they were attempting to generalise their learning and 
practices to everyday life, but again found it difficult to articulate how they were doing 
so and provide specific examples: 
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 Interviewer: ...okay, so what sort of time of day do you tend to use it then? 
 Beatrice: Morning, noon and night! [laughs] 
and  
Interviewer: Are there any times when you’ve been having a tricky time but you were 
kinder to yourself? 
Crispin: Probably every day, near enough!  
 
One participant reported that they did not engage in personal compassion practice(s) 
outside of the group settings, who was unable to articulate specific reasons for this, 
despite reporting having benefitted from the practices within group sessions: 
 No, I don’t do them at home. (Anne) 
For a number of participants, it seemed that continuing to practice and apply 
compassion was beginning to have tangible impacts on their everyday functioning and 
well-being. Two participants described how undertaking compassion practices now 
helped them face and cope with stressful and emotionally overwhelming situations: 
Crispin: ...before I, sometimes like when I go to places like the Day Centre and that, 
before I go upstairs sometimes 
Interviewer: Ok, so when you go to places where you’re worried? 
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Crispin: Yeah...I do before I go there, and it makes me happier and that then. 
and 
I close my eyes, and do the breathing exercises, and I find it helps me with me walk 
‘cos I used to have panic attacks when I went out, but it don’t happen so much now. 
(Beatrice) 
Another participant described how becoming more self-compassionate helped her 
recognise and validate her own emotions and needs, and develop the courage and 
confidence to be more assertive in her relationships, something she had previously felt 
ashamed of and feared doing:  
...it felt, it felt like because I had the courage and the guts to say “hang on a minute”, 
you know...I thought ‘if you don’t say it now, I’m never gonna do it, and it’s gonna 
continue to get on my nerves, I’ll beat myself up and I’ll be back to square one’, and I 
don’t want that to happen again this time. (Kathy)  
Kathy went on to describe how compassion practice was further beginning to 
transform her relationships with others: 
...Dad...he used to hate talking to me ‘cos I, I was like a spoilt three year old...he said 
it’s a joy to speak to me now. He says it’s almost like you’ve grown up overnight. 
(Kathy) 
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Discussion 
This study of an adapted Compassion Focused Therapy group for adults with 
Intellectual Disabilities (CFT-ID) aimed to primarily explore and evaluate its feasibility 
and acceptability for this population. Results from the feasibility and acceptability 
measures, high rates of attendance, and qualitative data of participant’s experience of 
the group, preliminarily suggests that CFT can be feasibly adapted for this population. 
Quantitative data obtained from pre and post-group measures tentatively suggest that 
adapted CFT may reduce self-criticism, shame and psychological distress, and improve 
levels of self-compassion in individuals with ID. These findings are consistent with 
outcomes in studies of group-based CFT in diverse adult clinical populations (Gilbert & 
Procter, 2006; Judge et al., 2012; Lucre & Corten, 2012; Heriot-Maitland et al., 2014). 
Due to the small sample size, and the associated lack of power inherent in the study, 
any findings regarding quantitative data are extremely preliminary and should be 
viewed with caution. Such data should be viewed in light of the fact that the main aim 
of this study was to determine the feasibility and acceptability of group CFT for this 
population, rather than establishing efficacy.   
This is the first study to formally adapt and evaluate an explicitly compassion-focused 
group intervention for adults with ID. The mixed methods design provides promising 
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support for the notion that compassion can be taught and cultivated in adults with 
mild ID through the CFT model. Participants were able to report positive emotional 
changes and changes in self-to-self relating, as verified by verbal accounts of their 
experiences and those provided on self-report measures. These changes appeared to 
be related to processes and practices within the group. These changes occurred in a 
relatively short space of time (i.e. six weeks), with a clinical population who were 
highly self-critical and generally experiencing quite significant psychological distress. 
This tentatively suggests that group-based CFT may be a powerful intervention to 
reduce complex emotional and psychological difficulties in adults with mild ID.  
Some of the data obtained from the acceptability and feasibility measures, supported 
by qualitative data from the thematic analysis, suggests that some of the CFT concepts 
may be too complex for individuals with ID to understand. For example, participants 
could recall some of the evolutionary concepts such as the ‘tricky brain’, but it was 
unclear whether they fully understood this and how they might helpfully apply it to 
themselves. It is possible that some of these concepts were presented in a manner 
that was still too abstract for participants to fully comprehend. Further work may be 
required to find more creative ways of presenting these concepts in a more concrete, 
and thus understandable, fashion. This may also be achieved by further reducing the 
content and spending more time on one particular concept per session, and extending 
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the number of sessions. Alternatively, complimentary one-to-one sessions may be a 
further means of tailoring and applying CFT concepts for individuals that support 
understanding and generalisation.  
Nonetheless, all participants were able to engage with the various compassion 
practices in session and experience them as beneficial, even if at times encountering 
challenges when doing so. This was despite participants often finding it difficult to 
articulate their understanding of concepts and practices. For the vast majority of 
participants, they were able to start generalising the practices and learning to their 
day-to-day lives. This supports the notion that people with ID can make use of 
psychological principles and practices, without being able to describe them and/or 
changes in private events (Jones & Dowey, 2013). These processes have been observed 
in other studies examining the experiences of Dialectical Behaviour Therapy (DBT; 
Roscoe et al., 2015) and mindfulness groups (Yildiran & Holt, 2015) for adults with mild 
to moderate ID. CFT, like DBT and mindfulness, involves a high degree of experiential 
and behavioural teaching, practice(s) and learning. This may lend itself more 
favourably to this population, as it minimises the cognitive demands and verbal 
reasoning skills placed on participants that they might otherwise struggle with.  The 
outcomes of this study provide further support for research suggesting that people 
with ID can benefit from psychological therapies as long as sufficient adaptations are 
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made (Lindsay et al., 2013), and in broadening the evidence-base for the use of third 
wave therapies with this population (Gore & Hastings, 2016).   
One of the themes that emerged consistently from the qualitative analysis and group 
process was that most participants experienced initial difficulties in being able to 
generate compassion for themselves. These represent common fears, blocks, and 
resistances (FBRs) to developing compassion, which are increasingly reported in the 
non-ID adult literature (Pauley & McPherson, 2010; Gilbert et al., 2011; Lawrence & 
Lee, 2014). This is the first study to document the presence of FBRs to compassion in 
adults with ID, and that the process of overcoming these FBRs appears to be similar to 
those observed in non-ID adult populations (Lawrence & Lee, 2014). This was verified 
by participants’ accounts of becoming increasingly self-compassionate through 
repeated practice and desensitisation to affiliative affect.  
 
Limitations 
There are a number of limitations in this study that require consideration. The sample 
size was very small, which reflected difficulties in being able to recruit larger numbers 
of participants, and the time-limited nature of the research project. This may be 
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attributable to geographical challenges specifically related to this study, as it was 
conducted in a relatively rural location. This can place severe restrictions on some 
individuals’ ability to access services and groups, due to difficulties in securing and 
utilising appropriate transportation and support. Such recruitment difficulties maybe 
sufficiently ameliorated in a more urban setting, or where possible, processes are put 
in place to facilitate people’s ability to attend groups. The sample was also not 
particularly heterogeneous, encompassing only individuals with a mild ID who were 
White British. This limits generalisability to other individuals with more significant IDs, 
or those from different ethnic/cultural backgrounds.  
Given that this was a feasibility and acceptability study, no control group was utilised, 
nor were any longer-term outcome measures administered. Thus, it is not possible to 
begin to speculate about the medium to longer-term impacts of this intervention, 
whether or not any observed changes were due to specific group content or more 
general group processes, or its effectiveness compared with other adapted 
psychological interventions for this population. Future studies should consider 
expanding the number of sessions and group content whilst retaining a high degree of 
fidelity to the CFT model, before proceeding to pilot studies (Eldridge et al., 2016).  
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Other limitations relate to the fact that some of the measures, such as the SCS Short-
Form (Raes et al., 2011), are not yet validated and/or standardised with ID 
populations. The modifications to the language used in the SCS-SF appeared to result 
in a tool that is understandable and accessible to individuals with mild ID. However, 
future studies should seek to psychometrically validate this measure with ID 
populations.  
 
Conclusion 
The findings from this study suggest that adapted CFT groups for adults with mild ID 
are feasible and acceptable, and that this maybe a promising method of intervention 
to ameliorate complex psychological difficulties in these individuals. Future studies 
utilising greater numbers of participants and further adaptations to the group 
structure and content are required, before conducting pilot studies in preparation for 
randomised controlled trials against other adapted group-based interventions for 
adults with ID.      
 
 
129 
 
Acknowledgements 
The authors wish to thank all participants and their supporters/carers for their vast contribution to this 
research. Thanks to David Oakley and Natalie Boulton (Trainee Clinical Psychologists) for co-facilitating 
groups and focus groups. Additionally, the authors are grateful to Professor Paul Gilbert for his kindness 
and generosity in allowing us to adapt the CFT model, and permission to use his work.     
 
Declaration of conflicting interests 
The author(s) declare no potential conflicts of interest with respect to the research, authorship, and/or 
publication of this article. 
 
Funding 
This work was supported by the North Wales Clinical Psychology Programme at Bangor University, North 
Wales, and completed as part of the Doctorate in Clinical Psychology. No funding was provided for this 
research. 
 
 
 
130 
 
References 
Ali, A., King, M., Strydom, A., & Hassiotis, A. (2015). Self-reported stigma and 
symptoms of anxiety and depression in people with intellectual disabilities: Findings 
from a cross sectional study in England. Journal of Affective Disorders, 187, 224-231. 
Ali, A., Hassiotis, A., Strydom, A., & King, M. (2012). Self stigma in people with 
intellectual disabilities and courtesy stigma in family carers: A systematic 
review. Research in Developmental Disabilities, 33(6), 2122-2140. 
Allan, S., & Gilbert, P. (1995). A social comparison scale: Psychometric properties and 
relationship to psychopathology. Personality and Individual Differences, 19(3), 293-
299. 
Bates, T. (2005). The expression of compassion in group psychotherapy. In P. Gilbert 
(Ed.), Compassion: Conceptualisations, research and use in psychotherapy (pp. 369–
386). London, UK: Routledge. 
Beaumont, E., & Hollins Martin, C. J. (2015). A narrative review exploring the 
effectiveness of Compassion-Focused Therapy. Counselling Psychology Review, 30(1), 
21-32. 
131 
 
Bramston, P., Fogarty, G., & Cummins, R.A. (1999). The nature of stressors reported by 
people with an intellectual disability. Journal of Applied Research in Intellectual 
Disabilities, 12 (10), 1-10. 
Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative 
Research in Psychology, 3, 89. 
Costa, J., Marôco, J., Pinto‐Gouveia, J., Ferreira, C., & Castilho, P. (2015). Validation of 
the Psychometric Properties of the Self‐Compassion Scale. Testing the Factorial Validity 
and Factorial Invariance of the Measure among Borderline Personality Disorder, 
Anxiety Disorder, Eating Disorder and General Populations. Clinical Psychology & 
Psychotherapy, DOI: 10.1002/cpp.1974. 
Dagnan, D., & Sandhu, S. (1999). Social comparison, self‐esteem and depression in 
people with intellectual disability. Journal of Intellectual Disability Research, 43(5), 372-
379. 
Dagnan, D., & Waring, M. (2004). Linking stigma to psychological distress: Testing a 
social–cognitive model of the experience of people with intellectual disabilities. Clinical 
Psychology & Psychotherapy, 11(4), 247-254. 
132 
 
Depue, R. A., & Morrone-Strupinsky, J. V. (2005). A neurobehavioral model of affiliative 
bonding: Implications for conceptualizing a human trait of affiliation. Behavioral and 
Brain Sciences, 28(3), 313-349. 
Ditchman, N., Werner, S., Kosyluk, K., Jones, N., Elg, B., & Corrigan, P. W. (2013). 
Stigma and intellectual disability: potential application of mental illness 
research. Rehabilitation Psychology, 58(2), 206. 
Eldridge, S. M., Lancaster, G. A., Campbell, M. J., Thabane, L., Hopewell, S., Coleman, C. 
L., & Bond, C. M. (2016). Defining feasibility and pilot studies in preparation for 
randomised controlled trials: development of a conceptual framework. PloS one, 11(3), 
e0150205. 
Esdale, L., Jahoda, A., & Pert, C. (2015). Coping With Criticism and Praise. American 
Journal on Intellectual and Developmental Disabilities, 120(3), 258-268. 
Field, A. (2005). Discovering statistics using SPSS: Second edition. London: Sage. 
Gilbert, P. (1997). The evolution of social attractiveness and its role in shame, 
humiliation, guilt and therapy. British Journal of Medical Psychology, 70, 113–147. 
133 
 
Gilbert, P. (1998). What is shame? Some core issues and controversies. In P. Gilbert, & 
B. Andrews (Eds.), Shame: Interpersonal behaviour, psychopathology and culture (pp. 
3–36). New York: Oxford University Press. 
Gilbert, P.  (2002). Body shame: a biopsychosocial conceptualisation and overview, 
with treatment implications. In, P. Gilbert & J.N.V. Miles (Eds.), Body Shame: 
Conceptualisation, Research & Treatment (pp. 3 – 54).  London.  Brunner-Routledge. 
Gilbert, P. (Ed.) (2005). Compassion: Conceptualisations, research and use in 
psychotherapy. London: Brunner-Routledge. 
Gilbert, P. (2009). Introducing compassion-focused therapy. Advances in Psychiatric 
Treatment, 15, 199–208. 
Gilbert, P. (2010). Compassion focused therapy: The CBT distinctive features series. 
London, UK: Routledge.  
Gilbert, P. (2014). The origins and nature of compassion focused therapy. British 
Journal of Clinical Psychology, 53(1), 6-41. 
Gilbert, P. (2015). An evolutionary approach to emotion in mental health with a focus 
on affiliative emotions. Emotion Review, 7(3), 230-237. 
134 
 
Gilbert, P., & Irons, C. (2005). Focused therapies and compassionate mind training for 
shame and self-attacking. In P. Gilbert (Ed.), Compassion: Conceptualisations, research 
and use in psychotherapy (pp. 263–325). London: Routledge. 
Gilbert, P., McEwan, K., Matos, M., & Rivis, A. (2011). Fears of compassion: 
Development of three self‐report measures. Psychology and Psychotherapy: Theory, 
Research and Practice, 84(3), 239-255. 
Gilbert, P., & Procter, S. (2006). Compassionate mind training for people with high 
shame and self criticism: overview and pilot study of a group therapy approach. Clinical 
Psychology and Psychotherapy, 13, 353–79. 
Gore, N.J., & Hastings, R.P. (2016). Mindfulness and acceptance-based therapies. In N. 
Beail (Ed.), Psychological therapies and people who have intellectual disabilities (pp. 
44-54). Leicester: British Psychological Society.   
Heriot-Maitland, C., Vidal, J.B., Ball, S., & Irons, C. (2014). A compassionate-focused 
therapy group approach for acute inpatients: feasibility, initial pilot outcome data, and 
recommendations. British Journal of Clinical Psychology, 53, 78-94. 
135 
 
Hofmann, S. G., Grossman, P., & Hinton, D. E. (2011). Loving-kindness and compassion 
meditation: Potential for psychological interventions. Clinical Psychology Review, 31(7), 
1126-1132. 
Idusohan‐Moizer, H., Sawicka, A., Dendle, J., & Albany, M. (2015). Mindfulness‐based 
cognitive therapy for adults with intellectual disabilities: an evaluation of the 
effectiveness of mindfulness in reducing symptoms of depression and anxiety. Journal 
of Intellectual Disability Research, 59(2), 93-104. 
Jazaieri, H., Jinpa, G.T., McGonigal, K., Rosenberg, E.L., Finkelstein, J., Simon-Thomas, 
E., Cullen, M., Doty, J.R., Gross, J.J., & Goldin, P.R. (2013). Enhancing compassion: a 
randomized controlled trial of a compassion cultivation training program. Journal of 
Happiness Studies, 14(4), 1113-1126. 
Jones, R. S., & Dowey, A. (2013). Behavioral approaches to working with mental health 
problems. In J.L. Taylor, W.R. Lindsay, R.P. Hastings, & C.S. Hatton (Eds.), Psychological 
therapies for adults with intellectual disabilities (pp. 223-235). John Wiley & Sons. 
Judge, L., Cleghorn, A., McEwan, K., & Gilbert, P. (2012). An exploration of group-based 
compassion focused therapy for a heterogeneous range of clients presenting to a 
community mental health team. International Journal of Cognitive Therapy, 5(4), 420-
429. 
136 
 
Klimecki, O. M., Leiberg, S., Ricard, M., & Singer, T. (2014). Differential pattern of 
functional brain plasticity after compassion and empathy training. Social Cognitive and 
Affective Neuroscience, 9(6), 873-879. 
Lawrence, V. A., & Lee, D. (2014). An Exploration of People's Experiences of 
Compassion‐focused Therapy for Trauma, Using Interpretative Phenomenological 
Analysis. Clinical Psychology & Psychotherapy, 21(6), 495-507. 
Leaviss, J., & Uttley, L. (2015). Psychotherapeutic benefits of compassion-focused 
therapy: An early systematic review. Psychological Medicine, 45(05), 927-945. 
Lindsay, W. R., Jahoda, A., & Willner, P. (2013). Adapting psychological therapies for 
people with intellectual disabilities II: Treatment approaches and modifications. In J.L. 
Taylor, W.R. Lindsay, R.P. Hastings, & C.S. Hatton (Eds.), Psychological therapies for 
adults with intellectual disabilities (pp. 85-100). John Wiley & Sons. 
López, A., Sanderman, R., Smink, A., Zhang, Y., van Sonderen, E., Ranchor, A., & 
Schroevers, M. J. (2015). A reconsideration of the Self-Compassion Scale’s total score: 
self-compassion versus self-criticism. PloS one, 10(7), e0132940. 
137 
 
Lucre, K. M., & Corten, N. (2013). An exploration of group compassion‐focused therapy 
for personality disorder. Psychology and Psychotherapy: Theory, Research and 
Practice, 86(4), 387-400. 
MacMahon, P., & Jahoda, A. (2008). Social comparison and depression: People with 
mild and moderate intellectual disabilities. American Journal on Mental 
Retardation, 113(4), 307-318. 
McCabe, M. P., McGillivray, J. A., & Newton, D. C. (2006). Effectiveness of treatment 
programmes for depression among adults with mild/moderate intellectual 
disability. Journal of Intellectual Disability Research, 50(4), 239-247. 
Neff, K. (2003a). Self-compassion: An alternative conceptualization of a healthy 
attitude toward oneself. Self and Identity, 2(2), 85-101. 
Neff, K. D. (2003b). The development and validation of a scale to measure self-
compassion. Self and Identity, 2(3), 223-250. 
O'Connor, H. (2001). Will we grow out of it? A psychotherapy group for people with 
learning disabilities. Psychodynamic Counselling, 7 (3), 297-314. 
138 
 
Paterson, L., McKenzie, K., & Lindsay, B. (2012). Stigma, social comparison and 
self‐esteem in adults with an intellectual disability. Journal of Applied Research in 
Intellectual Disabilities, 25(2), 166-176. 
Pauley, G., & McPherson, S. (2010). The experience and meaning of compassion and 
self‐compassion for individuals with depression or anxiety. Psychology and 
Psychotherapy: Theory, Research and Practice, 83(2), 129-143. 
Raes, F., Pommier, E., Neff, K. D., & Van Gucht, D. (2011). Construction and factorial 
validation of a short form of the self‐compassion scale. Clinical Psychology & 
Psychotherapy, 18(3), 250-255. 
Roscoe, P., Petalas, M., Hastings, R., & Thomas, C. (2015). Dialectical behaviour therapy 
in an inpatient unit for women with a learning disability Service users’ 
perspectives. Journal of Intellectual Disabilities, 1744629515614192. 
Rose, J., West, C., & Clifford, D. (2000). Group interventions for anger in people with 
intellectual disabilities. Research in Developmental Disabilities, 21(3), 171-181. 
Rose, J., Loftus, M., Flint, B., & Carey, L. (2005). Factors associated with the efficacy of 
a group intervention for anger in people with intellectual disabilities. British Journal of 
Clinical Psychology, 44(3), 305-317. 
139 
 
Rossiter, R., Heneage, C., Gregory, N., & Williams, L. (2016). Group interventions. In N. 
Beail (Ed.), Psychological therapies and people who have intellectual disabilities (pp. 
82-92). Leicester: British Psychological Society.  
Taylor, J. L., Lindsay, W. R., Hastings, R. P., & Hatton, C. S. (Eds.). (2013). Psychological 
therapies for adults with intellectual disabilities. John Wiley & Sons. 
Vlissides, N., Beail, N., Jackson, T., Williams, K., & Golding, L. (in press). Development 
and psychometric properties of the Psychological Therapies Outcome Scale-Intellectual 
Disabilities (PTOS-ID). Journal of Intellectual Disability Research. 
Weng, H. Y., Fox, A. S., Shackman, A. J., Stodola, D. E., Caldwell, J. Z., Olson, M. C., 
Rogers, G.M., & Davidson, R. J. (2013). Compassion training alters altruism and neural 
responses to suffering. Psychological Science, 24(7), 1171-1180. 
Werner, S. (2015). Stigma in the area of intellectual disabilities: examining a 
conceptual model of public stigma. American Journal on Intellectual and 
Developmental Disabilities, 120(5), 460-475. 
Wieland, J., Wardenaar, K. J., Fontein, E., & Zitman, F. G. (2012). Utility of the Brief 
Symptom Inventory (BSI) in psychiatric outpatients with intellectual disabilities. Journal 
of Intellectual Disability Research, 56(9), 843-853. 
140 
 
Yildiran, H., & Holt, R. R. (2015). Thematic analysis of the effectiveness of an inpatient 
mindfulness group for adults with intellectual disabilities. British Journal of Learning 
Disabilities, 43(1), 49-54. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
141 
 
Appendix 1 
Table 1. Summary content of the Growing Kind Minds CFT-ID group programme. 
Session number and Title Content and Key Elements Specific Experiential 
Practice(s) 
Session 1: Welcome! 
Introduction to 
Compassion 
Introduction and exploration 
around the concept of 
compassion, how it might 
help/benefit, what might be 
difficult (fears/blocks/resistances) 
Inner kind friendly 
voice 
Session 2: Life is Hard – 
It’s Not Your Fault 
Introduction to ‘tricky brain’ and 
‘not your fault’ concepts, 
importance of ‘slowing down’ 
(using breathing to calm body 
and mind) 
Calm Breathing 
(Soothing Breathing 
Rhythm), Inner kind 
friendly voice 
Session 3: Getting to know 
our brains and bodies 
better 
Introduction to ‘Three Circles’ 
model and mini personalised 
formulation, ‘multiple selves’ 
concept 
Three Circles, Calm 
Breathing, 
Compassionate Self 
Session 4: Becoming our 
own Best Friend 
Exploring differences between 
self-criticism and self-
compassion, practice becoming 
the ‘compassionate self’ through 
acting, practice imagining 
compassion flowing from another 
Calm breathing, 
Compassionate Self, 
Compassionate 
Image 
Session 5: Being brave, 
letting go, and finding the 
good 
Exploring how to put the 
‘compassionate self’ to work (e.g. 
be brave, assertive, let go of and 
heal pain), exploring importance 
and effects of kindness and 
gratitude 
Compassionate Self, 
Mindfulness with 
balloons, Gratitude 
and Savouring  
Session 6: Keeping 
kindness going (review 
and maintenance) 
Review concepts, practices and 
learning, explore how to help 
maintain practices in daily life, 
further brief compassion 
practices to incorporate into daily 
life 
Compassion in the 
mirror, Hand on 
Heart meditation  
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Table 2. Session-by-session ratings of feasibility and acceptability (percentage of 
responses). 
Question Understanding? Group Helpful? Exercises  
Helpful? 
Practice 
difficulty? 
Enjoy group? 
 All Some None Yes  No  D/K Very A bit Not  Easy  A bit 
hard  
Very 
hard 
Yes No  Not 
sure  
Session 1 
(n = 6) 
50% 50% 0% 100
% 
0% 0% 83.3
% 
16.7
% 
0% 66.6
% 
16.7
% 
16.7
% 
100
% 
0% 0% 
Session 2 
(n = 5)* 
60% 40% 0% 100
% 
0% 0% 100
% 
0% 0% 100
% 
0% 
 
0% 
 
100
% 
0% 0% 
Session 3 
(n = 6) 
83.3
% 
16.7% 0% 100
% 
0% 0% 100
% 
0% 0% 50% 
 
50% 
 
0% 
 
83.3
% 
0% 16.7% 
Session 4 
(n = 5)** 
80% 20% 0% 100
% 
0% 0% 100
% 
0% 0% 100
% 0% 
0% 
 
100
% 
0% 0% 
Session 5 
(n = 6) 
66.7
% 
33.3% 0% 100
% 
0% 0% 100
% 
0% 0% 83.3
% 
16.7
% 
0% 
 
100
% 
0% 0% 
Session 6 
(n = 6)  
66.7
% 
33.3% 0% 100
% 
0% 0% 66.7
% 
33.3
% 
0% 66.7
% 
33.3
% 
0% 
 
100
% 
0% 0% 
OVERALL 67.
7% 
32.3% 0% 100
% 
0% 0% 91.2
% 
8.8
% 
0% 76.5
% 
20.6
% 
2.9
% 
97.1
% 
0% 2.9% 
*Missing data from one participant due to unreturned feedback form.  
**Missing data from one participant due to non-attendance. 
 
 
 
 
 
 
 
 
 
 
 
 
143 
 
Table 3. Descriptive and inferential statistics comparing changes in pre and post-group 
measures (n = 6). 
Scale Subscale Pre-group 
mean (SD) 
Post-group 
mean (SD) 
Z-score Associated 
p value 
Self-
Compassion 
Scale 
Total Self-
Compassion (mean 
total score) 
 
Positive sub-scale 
(self-compassion) 
 
Negative sub-scale 
(self-criticism) 
1.99 (0.54) 
 
 
 
2.72 (1.08) 
 
 
4.75 (0.29) 
2.81 (0.80) 
 
 
 
2.97 (0.90) 
 
 
3.36 (0.92) 
-1.99 
 
 
 
-0.42 
 
 
-2.21 
0.046* 
 
 
 
0.674 
 
 
0.027* 
PTOS-ID Psychological 
distress (total 
score) 
 
Psychological well-
being (total score) 
 
28.00 (7.80) 
 
 
 
25.00 (5.62) 
25.67 (7.12) 
 
 
 
24.67 (4.68) 
-0.954 
 
 
 
-0.28 
0.340 
 
 
 
0.783 
Social 
Comparison 
Scale 
Total Social 
Comparison score 
 
19.33 (4.68) 
 
22.83 (4.17) 
 
-2.00 
 
0.046* 
*significant at p=0.05 level (two-tailed test). 
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Table 4. Six steps of thematic analysis (adapted from Braun & Clarke, 2006). 
Step 1: Familiarisation with the data  Focus group data fully transcribed (two separate 
transcripts), each read over several times before 
initially highlighting data relating to study aims.    
Step 2: Generation of initial codes  Entire data set (i.e. across the two transcripts) were 
coded into groups that began to preliminarily identify 
repeated patterns in the data, collating all codes and 
related data extracts into a master coding table.  
Step 3: Searching for themes  Collation and combining of different codes by looking 
for similarities, and grouping them together to come 
up with potential themes. This process was aided by 
developing thematic maps, which were also utilised to 
explore connections between possible themes.  
Step 4: Reviewing themes Meeting with an expert in qualitative analysis (GG), 
where analysis of data was shared and themes 
discussed, and to further visualise links and 
relationships between themes. This further involved 
ensuring that themes worked in relation to coded 
extracts and formed a coherent pattern, and that they 
also matched and reflected the entire data set, 
resulting in a final thematic map. 
Step 5: Defining and naming themes Clear definitions and names given to each theme 
(using quotes from participants as titles), 
accompanied by a detailed analysis to ensure that 
themes related to the overarching narrative within the 
data. 
Step 6: Producing the report Quotes and extracts were selected that clearly and 
vividly highlight themes, and support the overarching 
narrative and accompanying analysis.          
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Appendix 2 
Figure 1. Three types of affect regulation system.  
Source: From The Compassionate Mind (Gilbert, 2009), reproduced with permission from 
Constable & Robinson Ltd. 
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Figure 2. Changes in overall levels of self-compassion across participants pre to post-
group. 
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Figure 3. Changes in overall levels of psychological distress across participants pre to 
post-group. 
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Figure 4. Changes in social comparisons across participants pre to post-group. 
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SECTION 4 
Contributions to Theory and Clinical Practice  
Summary of Findings 
The literature review proposed that shame and shame-based processes may 
significantly contribute to the development and maintenance of psychological distress 
in adults with ID. The review highlighted that relatively little explicit attention has been 
given to the role of shame in ID research, and that there is a lack of adequate 
measures to properly assess shame in this population. The review also highlighted a 
relative lack of research, and availability, of adapted psychological interventions for 
adults with ID that explicitly address shame-based issues. Support for the premise of 
the literature review was confirmed in the empirical study, where participants 
reported high levels of self-criticism, relatively unfavourable social comparisons (i.e. 
high sense of inferiority), and relatively low levels of self-compassion.  
The empirical study suggested that adapted Compassion Focused Therapy (CFT) is both 
a feasible and acceptable intervention in a group format for adults with ID. Support for 
the notion that self-compassion can be cultivated in adults with ID, through the 
specific practices of Compassionate Mind Training (CMT), was found through self-
report and focus group data. However, some questions remained as to how fully 
participants understood specific CFT concepts, and how (or whether) this affected 
outcomes.       
The findings of the literature review and empirical paper generated a number of 
implications for future research, theory development, and clinical practice.  
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Implications for future research and theory development 
Theoretical issues around shame and self-compassion in adults with ID 
Several theoretical issues in regards to the role of shame and shame-based processes 
in the development and maintenance of psychological distress in adults with ID require 
further investigation. It is not clear from the existing ID research which variables, such 
as frequency of shaming, who has done the shaming, or when shaming has occurred 
(e.g. period in life), have the most impact on the development of shame-based 
difficulties and subsequent psychological distress. Additionally, diverse biopsychosocial 
factors are proposed to be linked to the development of mental health difficulties in 
adults with ID (Irvine & Beail, 2016), such as exposure to life events, lower cognitive 
ability, and poorer living conditions (Cooper et al., 2007; Hulbert-Williams et al., 2014; 
Hatton et al., 2015). The relative contribution, overlap, and interaction of shame with 
these variables warrant further investigation.   
There remains a theoretical question as to whether individuals with ID are more 
sensitive or prone to shame and shame-based process such as self-criticism and social 
comparison than non-ID populations. A number of studies included in the literature 
review indicated that this may well be the case (Esdale et al., 2015; Dagnan & Waring, 
2004; Paterson et al., 2012; Garaigordobil & Pérez, 2007). Social rank theory (Gilbert, 
1992, 1997) would suggest that perceived relative inferiority is associated with shame, 
social anxiety, the tendency to behave submissively, and thus depression (Gilbert, 
2000a), to de-escalate attacks from others and prevent complete social rejection. 
Social rank and social mentality theory (Gilbert, 2005a) also suggest threat and social 
rank concerns guide self-other processing when one feels insecure and unsure about 
their abilities to create positive impressions in the mind of others, leading to a more 
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competitive orientation to social relationships (Leary, 1995; Gilbert, 1989, 2005b), 
resulting in becoming more prone to feeling inferior to others and vulnerable to 
psychopathology. As people with ID are potentially more likely to be placed in 
unwanted subordinate positions in their daily lives, this exponentially increases the 
opportunities for them to experience shame and for shame-based processes to be 
activated. Subsequently, it maybe that people with ID’s sense of safeness in the world 
and self-worth is much more dependent on the views of others. One study in the 
literature review suggested that people with ID have an increased sensitivity to both 
criticism and praise, and thus maybe more prone to internalising others’ views of them 
(Esdale et al., 2015).  
Theoretically, it is also possible that cultural values such as seeing independence as the 
marker for social attractiveness, acceptance and approval are a crucial factor in 
engendering shame in adults with ID. This may lead to unhelpful social comparisons 
and the development of self-criticism when perceiving they have failed for not being 
able to do things independently. It would be interesting to investigate whether those 
individuals who value interdependence (Carnaby, 1998) over independence experience 
less or more shame, including the types of social comparisons they make. All of these 
theoretical issues warrant further investigation through novel research, which may 
include longitudinal, ethnographic, and qualitative methods.    
It is also important to begin to investigate whether the processes underpinning the 
ability to be self-compassionate are the same or different for people with ID as 
compared to non-ID populations. Many individuals with ID may have experienced 
significantly disrupted attachments and care-receiving experiences (Pert et al., 2013), 
including infrequent and poor quality social support (McGillivray & McCabe, 2007). 
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Both social mentality and attachment theories of self-compassion have shown that 
warm, consistent care-giving from others and greater attachment security are essential 
to the optimal development of self-compassion in non-ID adults (Neff & McGehee, 
2010; Pepping et al., 2015; Hermanto & Zuroff, 2016). Fear and lack of ability to be 
self-compassionate has also been linked to low recall of memories of parental 
emotional warmth in the general adult population (Kelly & Dupasquier, 2016), with 
early affiliative memories buffering the impact of shame experiences (Matos et al., 
2015). Whether these theories fully apply to people with ID requires detailed further 
testing through research.   
 
Investigating resilience and flourishing  
In the empirical study, it was interesting to note that for one participant, as self-
reported self-compassion increased from pre to post-group, so did their overall 
psychological distress score. This particular individual was enduring some significantly 
stressful life events relating to their living circumstances and interpersonal difficulties 
at the time. However, post-group this participant emphatically reported feeling much 
happier and content within themselves, but particularly feeling less frightened and 
ashamed of angry feelings they had previously avoided. Indeed, their angry feelings 
were an appropriate response to being in an environment they felt was overly-
controlling, restrictive, and allowing them little autonomy.      
Higher self-compassion is related to emotional and self-acceptance (Leary et al., 2007; 
Neff et al., 2007), thus functioning as a resilience mechanism and adaptive emotion 
regulation strategy (Trompetter et al., 2016).  As such, corresponding elevated 
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psychological distress scores may (at times) represent individuals being more aware of, 
feeling less ashamed and avoidant of, and safer in (appropriately) expressing emotions 
such as anger. Indeed, compassion can often be about the journey into assertiveness 
(Gilbert & Choden, 2013; Kolts, 2012), in order to effectively self-advocate for one’s 
needs and rights (Stuntzner & Hartley, 2015). Research may wish to disentangle these 
processes further, and in what circumstances this may apply. Furthermore, research 
could attempt to investigate whether helping individuals with ID become more self-
compassionate increases their ability to self-advocate through a sense of 
empowerment (Stuntzner & Hartley, 2015).   
Research may also wish to investigate the degree to which CFT helps people with ID 
flourish (i.e. live and function well), by buffering against psychopathology and 
promoting positive mental health (Muris & Petrocchi, 2015; Trompetter et al., 2016). 
This was in light of qualitative data provided from the empirical study, where some 
participants were able to identify significant positive changes in their daily functioning 
and interpersonal relationships as a result of attending the CFT group.        
 
 Development of shame and compassion measures 
Whilst the literature review highlighted a number of existing stigma measures, these 
vary in terms of their reliability, and often inadvertently mix different aspects of shame 
(e.g. external and internal). These may differentially impact on psychological processes 
and may require slightly different interventions (Gilbert, 2010). Therefore, developing 
and validating appropriate measures of both external and internal shame for ID 
populations may be a fruitful avenue for future research.  
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The literature review and empirical paper highlighted that no compassion measures 
have currently been validated with ID populations. Research may seek to 
psychometrically validate the adapted version of the Self-Compassion Scale Short-
Form (SCS-SF; Raes et al., 2011) used in the empirical study. The SCS-SF was chosen as 
the most researched, utilised, and validated measure of self-compassion in non-ID 
adult clinical populations (Castilho et al., 2015; Costa et al., 2015), even if there are on-
going disagreements about its factor structure (Costa et al., 2015; López et al., 2015; 
Neff, 2015).  Alternatively, other compassion measures, such as the Self-Other Four 
Immeasurables (SOFI; Kraus & Sears, 2008), could feasibly be adapted, trialled and 
psychometrically validated on ID adults. One of the potential appeals of the SOFI is 
that it places significantly less demand on language abilities. However, it has been 
significantly less utilised in research than the SCS-SF.        
 
CFT delivered as an individual psychological therapy 
The empirical study found that CFT is feasible, acceptable and potentially efficacious 
for adults with ID when delivered in a group format. However, evidence for CFT as an 
individually-delivered psychological therapy is virtually non-existent. Given that a 
protocol for adapting CFT for this population has now been developed, research 
should begin to investigate the feasibility, acceptability and preliminary efficacy of CFT 
for ID clients as a one-to-one therapy. This could initially be through detailed case 
studies/series and single-case designs, before proceeding to pilot, and (later) 
controlled trials.  
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Research into effects of specific CFT components 
Although high levels of perceived understanding of sessions were reported, analysis of 
focus group data suggested that participants may have struggled to fully understand 
some of the CFT concepts. Future research may wish to separate out these 
components, such as the ‘tricky brain’ and ‘three circles’ concepts, more finely explore 
people with ID’s understanding, and whether full understanding of these concepts 
impacts on outcomes.  
Previous research has suggested that some individuals with ID may struggle with 
aspects of mental imagery (Brown & Bullitis, 2006). Focus group data from the 
empirical study indicated that participants could experience, be aware of, and engage 
in mental imagery. This is further supported by research that suggests people with ID 
may have relatively good imagery capacities (Roskos-Ewoldsen et al., 2006). 
Participants were also able to notice and comment upon the 
emotional/neurophysiological effects of imagery. This may have been because very 
early on in the group, a concrete exercise to explain and experientially learn the nature 
and power of imagery was undertaken. This is an essential and core process to the CFT 
model, in explaining how external and internal stimuli stimulate the same 
neurophysiological/processing systems in our brains (Gilbert, 2010). Thus, it may not 
be the case that individuals with ID don’t experience mental imagery, but that they are 
often not aware of it or cannot describe it (Brown & Bullitis, 2006). Future research 
may wish to further investigate the imagery-related components and practices, in 
order to fully explore these processes and issues further. 
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Researching practice-related variables and effects  
The empirical study did not explicitly measure factors such as frequency and duration 
of engagement in home practice, which may well have had a significant impact on 
outcomes. Indeed, one participant in the empirical study explicitly stated that they did 
not engage in any home practice. Research into the effects of long-term practice of 
mindfulness in individuals with ID has suggested that practice-related variables may 
significantly affect outcomes (Hwang & Kearney, 2013). Future research should 
therefore seek to more systematically investigate and measure home practice-related 
variables, and measure effects on subsequent outcomes.  
 
Carer/supporter participation 
Lack of space in the empirical paper precluded the exploration and analysis of 
carer/supporters’ observations of change in participants’ behaviour. However, analysis 
of focus group data highlighted a number of responses where carers/supporters voiced 
noticing positive changes in the individuals they were supporting. These tended to be 
emotional (e.g. increased calmness, more relaxed) and relational (e.g. more open, 
kinder). Future studies may wish to take appropriate proxy measures or interviews 
with carers/supporters to further verify noticeable behavioural change.       
On a related note, future research may wish to formally consider the involvement and 
utilisation of carers/supporters. Research may wish to investigate whether the 
involvement of others close to participants has a significant impact on the following: 
(a) participation in the group (whether their presence facilitates or inhibits group 
processes); (b) learning of skills and generalisation to everyday life; and (c) outcomes.  
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Other adapted group programmes for ID that involve carer/supporter participation 
report that such participation appears to greatly influence participants’ motivation to 
attend therapy and engage in home practice (Idusohan-Moizer et al., 2015), and better 
outcomes (Rose et al., 2005). This was not directly accounted for in the empirical 
study, and requires further investigation.      
 
Implications for clinical practice 
Referrals and recruitment 
Reflections on the recruitment process of the empirical study highlighted potential 
issues around referrals. It was clear that the language of shame is rarely used or fully 
understood by fellow mental health professionals in ID services. This is supported by 
sociological research which suggests that shame remains taboo in society, research, 
and clinical domains (Scheff, 2016). If considering running CFT as an individual or group 
therapy, clinicians should be mindful of the need to provide sufficient education and 
information around shame and shame-based difficulties to referring parties, to ensure 
appropriate referrals are made. This is likely most feasibly achieved through presenting 
and disseminating such information at departmental meetings (e.g. referral/allocation 
meetings), as per the empirical study.  
  
Access to transportation 
 ‘Structural’ aspects of groups, such as picking an accessible location and providing 
transport for those who need it, have been identified as contributors to the positive 
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functioning of group interventions (Heneage & Neilson, 2012). A clear constraining 
factor in the recruitment process for the empirical study appeared to be geographical 
and practical restrictions related to the rural location of the study. Whilst this did not 
appear to be a factor for participants who attended, potential appropriate referrals 
may not have been made due to difficulties in securing additional support and 
transportation. These may not be significant issues (or evaporate) in services based in 
more urban settings.  
Nonetheless, it is important for clinicians to consider these contextual and 
environmental factors when setting up groups, particularly in more rural locations. If 
doing so, it may require clinicians to creatively advocate for services such as 
funded/subsidised transportation and support for individuals with ID to attend groups. 
Transport disadvantage and lack of carer/friend support is often cited by people with 
ID as a significant barrier to social inclusion and participation (Abbott & McConkey, 
2006; Beart et al., 2001). Psychological models have been proposed and evidenced as 
to how transport and mobility can either facilitate or inhibit well-being (Delbosc, 
2012). This research often highlights that transport disadvantage is linked to social 
exclusion and lower psychological/emotional well-being (Delbosc & Currie, 2011; Vella-
Brodrick & Stanley, 2013). Accordingly, an inability to support individuals with ID to 
attend groups may compound the shame and related social exclusion, isolation and 
disconnection many of these individuals experience.   
Clinical psychologists are in a unique position to potentially profoundly influence the 
development and provision of the services they work in. Utilising transport 
disadvantage research to highlight the emotional (rather than purely economic) costs 
of not facilitating access to appropriate transportation may be an important first step 
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in increasing access to psychosocial interventions for adults with ID. There are existing 
community transportation programs that have been successfully trialled and 
implemented in other countries (Battelino, 2009). The rationale for doing so could 
further be enhanced by demonstrating the longer-term cost-effectiveness to ID 
services of running groups. Cost-effectiveness thus remains a further research 
question to be investigated, and for clinicians to potentially demonstrate through 
service evaluation(s).     
 
Offering CFT as part of a stepped-care model 
 As shame and self-criticism are transdiagnostic issues, this widens the scope for 
potentially suitable referrals. The empirical study demonstrated that CFT was feasible 
and acceptable to individuals with ID with comorbid mental health issues, which 
potentially renders it a cost-effective way to deliver a powerful psychological 
intervention to as many people as possible. CFT could thus feasibly be integrated into a 
stepped-care intervention model in ID services (Jackson & Beail, 2016), where 
clinicians could increase accessibility by offering CFT as a group and individual therapy. 
Given its potential as a therapy to address transdiagnostic issues and processes, CFT 
may be a particularly effective and cost-efficient intervention for clinicians to establish 
in ID services. This could include integrating CFT principles and practices into other 
compatible transdiagnostic therapy programmes that are beginning to show promise 
for adults with ID (Lindsay et al., 2015).            
A number of participants in the empirical study also reported worrying about the 
group ending, particularly that they would not be able to apply what they had learned 
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and maintain the gains they had made. Clinicians may be able to address these issues 
by establishing top-up or booster sessions, in order to consolidate skills and emotional 
benefits (Wellman et al., 2015).    
 
Assessing, formulating, and treating shame in therapy  
The literature review highlighted that shame and shame-based processes may play a 
significant role in the development and maintenance of psychological distress in 
people with ID. Clinicians may wish to use the Perceived Stigma of Intellectual 
Disability scale (PSID; Ali et al., 2008), adapted Social Comparison Scale (Dagnan & 
Sandhu, 1999), and the self-criticism factor of the adapted Self-Compassion Scale 
Short-Form (Raes et al., 2011) as indicators of external and internal shame in adults 
with ID. Additionally, clinicians can be sensitive to how people with ID interact with 
them, and the language they use to describe themselves. Indicators of shame may be 
calling themselves ‘bad, silly, stupid’, having a sense that they are ‘different’ and feel 
something is ‘wrong’ with them, and feeling as if they are alone or ‘the only one’. 
Behavioural indicators may include averted eye gaze, attempts to hide/conceal (e.g. 
thoughts, feelings, behaviours) when discussing emotionally salient topics, inhibition 
and lack of confidence, and excessive acquiescence (Gilbert, 2000b; Keltner & Harker, 
1998). 
When working with individuals with ID who have shame-based issues, clinicians need 
to be mindful of the language they use in describing and making sense of their 
difficulties. CFT emphasises the functional nature of people’s difficulties, seeing these 
as safety strategies that have developed to keep them safe from perceived (and real) 
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threats. This circumvents the language of maladaptive and distorted thinking used 
within some Cognitive Behavioural Therapies, which may serve to maintain some 
people’s sense of shame (Gilbert, 2010).  
It is important for clinicians to be mindful of the fact that people with ID face frequent 
experiences of external shame (i.e. stigmatisation) and perceived failure in their daily 
lives. Thus, their social rejection and exclusion is real, and their emotional and 
behavioural responses are understandable ways of attempting to cope with these 
fears. Equally, the social comparisons they make are likely reflective of the social 
environments they find themselves in (MacMahon & Jahoda, 2008). This calls for 
clinicians to make thorough formulations that properly take into account the 
environmental and interpersonal contexts in which people with ID currently operate in 
(Dagnan, 2007; Jahoda et al., 2009) 
Commensurate with other therapeutic approaches, helping people with ID deal with 
the emotional experiences (Hebblethwaite et al., 2011) and beliefs that stem from 
these real life challenges maybe an important process in reducing shame, rather than 
challenging ‘maladaptive’ thinking (Jahoda, 2016).  
 
Further adaptations and supporting materials  
All of the participants in the second group of the empirical study requested CDs of the 
compassion practices to listen to at home. Further exploration revealed that for these 
participants, it was the warm, calm, soothing tone of the therapist’s voice that 
stimulated compassionate feelings and enabled them to really benefit from the 
practices. Personalised CDs were subsequently recorded and given to these 
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participants at the end of treatment, after the post-session assessment was 
completed.  
When conducting CFT with ID clients, it may be especially important for clinicians to 
provide, adapt and tailor resources that support home/personal practice, that more 
easily allow them to ‘access’ their Compassionate Mind. This is supported by research 
examining the use of similar strategies in supporting adults with ID to continue using 
mindfulness practices after attending introductory workshops (Chapman & Mitchell, 
2013). Equally, it may be important to utilise more sensory-based compassion 
exercises, such as compassionate touch or smells, for clients with more significant ID.   
 
Working with fears, blocks, and resistances (FBRs) to compassion 
The empirical study highlighted that for the majority of participants, attempting to 
initially practice and cultivate self-compassion was difficult. Some participants 
described how this initially felt hard, strange, weird, and a little frightening. As 
highlighted in the empirical paper, these represent common fears, blocks and 
resistances (FBRs) to compassion that are increasingly recognised and documented in 
the non-ID adult literature (Gilbert et al., 2011; Lawrence & Lee, 2014).  
If clinicians are attempting to help ID clients become more compassionate to 
themselves (and others), it is important to be mindful that these FBRs are likely to 
arise, and to normalise and validate these reactions. Working through these FBRs 
appears to be similar to the process of doing so in mainstream adult clinical 
populations (Lawrence & Lee, 2014). Therefore, clinicians should not be discouraged 
when faced with these issues, and should proceed with gradually exposing and 
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desensitising ID clients to affiliative affect as proposed in a CFT framework (Gilbert, 
2010). Indeed, the empirical study highlighted how proceeding in this manner helped 
many participants slowly begin to let go of such fears and self-criticism, and become 
more used to (and emotionally reassured by) being compassionate towards 
themselves. 
In further assisting clients with ID to cultivate compassion in therapy, the empirical 
study highlighted the centrality of therapeutic relationships in fostering the ability to 
be self-compassionate. Indeed, a number of participants spoke about how 
experiencing compassion from and having it modelled first by others was central to the 
process of developing self-compassion. This is supported by growing research in non-
ID adult populations (Hermanto & Zuroff, 2016), in that helping self-critical individuals 
overcome fears of receiving compassion, and experiencing and internalising 
compassion from the therapist, buffers against depression (Hermanto et al., 2016).  
Therapy process research in adults with borderline to mild ID further supports this 
notion, where individuals highlight that it is warm, empathic and validating 
(therapeutic) relationships that are particularly important to and valued by them, 
potentially enhancing self-acceptance and feelings of social safeness (Pert et al., 2013).  
 
Fostering appropriate emotional support and supporting families 
Following on from the above, clinical psychologists could help to ameliorate shame 
and foster compassion at the systemic level by working with carers/supporters and 
teams. Indirect work may seek to influence the quality and style of support received by 
people with ID (Pert et al., 2013). This could be achieved through the facilitation of 
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workshops for both carers and teams, utilising a CFT approach and formal 
Compassionate Mind Training (CMT; Gilbert & Irons, 2005). Workshops could focus on 
cultivating both self and other-focused compassion for carers/supporters, to most 
skilfully regulate their own and others emotions. Modern acceptance and mindfulness 
oriented behavioural interventions for caregivers of adults with ID have demonstrated 
promising benefits and outcomes for both parties (Singh et al., 2016; Noone & 
Hastings, 2009, 2010; Bethay et al., 2013; McConachie et al., 2014). This might also 
prove to be a more viable method of intervention with individuals who have more 
significant ID (Reid et al., 2015).  
Clinicians may also need to be mindful of the need to support and work with families 
of individuals with ID. Many experience reflected shame, otherwise known as courtesy 
stigma (Ali et al., 2012), which is stigma by association. Furthermore, family 
members/caregivers can also internalise shame, from experiences of being shamed by 
members of the public for having a ‘disabled’ family member, otherwise known as 
affiliate stigma (Ali et al., 2012; Werner & Shulman, 2013, 2015). Helping family 
members feel emotionally connected and supported, including involving them in CFT 
groups, may be compassionate ways of ameliorating this type of shame and improving 
family/caregivers’ emotional well-being (Cantwell et al., 2015).  
 
Public and community interventions to address shame 
The literature review, and the existing literature on stigma related to ID, highlights the 
continued role of external and internal shame in both psychological distress and health 
inequalities in individuals with ID (Ali et al., 2012, 2015; Emerson et al., 2010). This 
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coincides with recent calls for global action to challenge intellectual disability stigma, 
as people with ID remain one of the most marginalised groups in society across 
countries (Scior et al., 2015, 2016). Shame is eminently about the experience of social 
rejection and exclusion, and so fits with long-standing agendas around promoting 
social inclusion for people with ID. Rather than solely working with individuals, it is also 
important for psychologists to attempt to positively influence the wider social 
contextual conditions in which people with ID live.  
Drawing on the field of stigma research, several forms of public health intervention 
may be fruitful avenues for psychologists to further help reduce shaming experiences 
and increase compassion for people with ID. These include public health interventions 
such as educational and national initiatives that attempt to raise awareness and 
understanding of ID (Scior et al., 2015), and those that directly attempt to address 
people’s implicit and explicit attitudes towards people with ID (Wilson & Scior, 2015). 
Recent stigma research suggests educational programs need to be contact-based, so 
that people’s fears and anxieties around interacting with people with ID are 
ameliorated through processes of lowering social distance, increasing familiarity, and 
acceptance through feeling calmer (i.e. socially safer) as a result of such contact 
(Werner, 2015). Quality of contact, in creating opportunities for affiliative and co-
operative interactions, is crucial for increasing social acceptance and thus reducing 
shame (Keith et al., 2015). This could also be achieved by psychologists and people 
with ID engaging in co-production (Roberts et al., 2012), both within services and in 
community-based interventions, which are already beginning to demonstrate promise 
(Seewooruttun & Scior, 2014). Alternatively, working with ID individuals to set up 
community support groups that increase their sense of connectedness (Cummins & 
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Lau, 2003; Dozorenko et al., 2015) may be a fruitful avenue for reducing their sense of 
shame and the isolation that typically ensues.     
 
Personal Reflections 
The process of attending the NHS Research Ethics Committee (REC) was both a 
frustrating and excellent learning experience. I was aware that my frustration arose 
initially from the REC’s insistence on specifically presenting a protocol to the panel as 
to how undue distress and disclosures maybe managed. This frustration related to 
some of the committee members’ seeming lack of understanding that this was part of 
routine clinical practice, and had already been outlined in the ethics form. Some of my 
initial thoughts and reactions were that the committee might be being overly-cautious 
because of the nature of the population in question. Indeed, it has been suggested 
that attitudes of ethics committee members can lead to the exclusion of valid and 
valuable research opportunities involving individuals with ID (Lai et al., 2006).  
However, further reflection on this issue allowed me to realise that the job of the REC 
is primarily to ensure the safety and well-being of this potentially vulnerable 
population, and ensuring ethically strong research is conducted (McDonald et al., 
2009; McDonald & Kidney, 2012). This was ultimately a helpful process in encouraging 
me to ensure that there was a clear, systematic protocol in place before the research 
commenced, that guaranteed the safeguarding of my participants should these issues 
have arisen.  
The REC also helped to bring awareness to areas of the research project that might 
need further refinement and/or development, such as the feasibility and acceptability 
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measure that was subsequently developed. The information obtained from this 
measure has been a crucial part of the analysis. Contemplating on these experiences, I 
am left with a feeling of gratitude for what I now perceive to be their wise, helpful and 
supportive advice. This also demonstrated to me how the process of planning and 
applying for ethical approval can sometimes leave one ‘not being able to see the wood 
for the trees’!  
There were times when I experienced doubts about my ability to complete the 
research as initially planned, particularly when only being able to recruit three 
participants for the first round of the group. These doubts were contained by mindfully 
sitting with the uncertainty, and having faith that the recruitment phase had started 
early enough to recruit more participants for another round of the group. Having an 
experienced and supportive supervisor who had been through this process, coupled 
with their expressed confidence and total belief in the project, was both reassuring 
and motivating. This further raised awareness of the potential challenges in attempting 
to set up (and recruit for) groups in daily clinical practice. This included time-intensive 
but necessary visits to potential referral teams, and the realisation that referrals 
sometimes only start to increase once a group has become more established within a 
service.         
The whole research process was both challenging and incredibly rewarding. 
Conducting a mixed methods study, whilst also having to formally adapt a 
psychological therapy, felt at times to be overly-ambitious. The process of researching 
adaptations and creating resources was incredibly time-consuming, and an intellectual 
challenge in retaining as high a degree of fidelity as possible to the CFT model. Formal 
qualitative analysis was not something that I was particularly confident or fluent in, but 
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one that I wanted to pursue. The main motivation for committing to this methodology 
was to develop and provide an evidence-based psychological intervention for a 
marginalised population that often have limited access to such interventions, and are 
often excluded from research. I felt this was an important opportunity for adults with 
ID not only to experience a potentially helpful psychological therapy, but also to share 
their experiences that may shape future research and provision of helpful 
psychological interventions. Seeing and hearing participants’ clearly benefitting from 
participating in and contributing to the group has ultimately shown that committing to 
this methodology was more than worth the effort.          
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Dear Neil, 
 
2015-15008 Growing Kind Minds: A feasibility study and preliminary trial 
of adapted group-based Compassion Focused Therapy for people with 
Intellectual Disabilities (CFT-ID) 
 
Your research proposal number  2015-15008 
has been reviewed by the Psychology Ethics and Research Committee 
and the committee are now able to confirm ethical  and governance 
approval for the above research on the basis described in the 
application form, protocol and supporting documentation.  This 
approval lasts for a maximum of three years from this date. 
 
 
Ethical approval is granted for the study as it was explicitly described in 
the application 
 
If you wish to make any non-trivial modifications to the research project, 
please submit an amendment form to the committee, and copies of any 
of the original documents reviewed which have been altered as a result 
of the amendment.  Please also inform the committee immediately if 
participants experience any unanticipated harm as a result of taking part 
in your research, or if any adverse reactions are reported in subsequent 
literature using the same technique elsewhere. 
194 
 
Confirmation of Bangor University Liability Insurance 
 
195 
 
NHS REC Ethics Proposal: IRAS form 
 
196 
 
 
 
197 
 
 
 
198 
 
 
 
199 
 
 
 
200 
 
 
 
201 
 
 
 
202 
 
 
 
203 
 
 
 
204 
 
 
 
205 
 
 
 
206 
 
 
 
207 
 
 
 
208 
 
 
 
209 
 
 
 
210 
 
 
 
211 
 
 
 
212 
 
 
 
213 
 
 
 
214 
 
 
 
215 
 
 
 
216 
 
 
 
217 
 
 
 
218 
 
 
 
219 
 
 
 
220 
 
 
 
221 
 
 
 
222 
 
 
 
223 
 
North Wales REC Favourable Opinion Letter 
 
224 
 
 
 
225 
 
 
 
226 
 
 
 
227 
 
 
 
228 
 
 
 
229 
 
North Wales REC – Acknowledgment of compliance with additional conditions 
 
230 
 
 
 
231 
 
NHS R&D Application Form 
 
232 
 
 
 
233 
 
 
 
234 
 
 
 
235 
 
 
 
236 
 
 
 
237 
 
 
 
238 
 
 
 
239 
 
 
 
240 
 
 
 
241 
 
 
 
242 
 
 
 
243 
 
 
 
244 
 
 
 
245 
 
 
 
246 
 
 
 
247 
 
 
 
248 
 
 
 
249 
 
 
 
250 
 
 
 
251 
 
 
 
252 
 
 
 
253 
 
 
 
254 
 
 
 
255 
 
 
 
256 
 
 
 
257 
 
 
 
258 
 
 
 
259 
 
 
 
260 
 
 
 
261 
 
Site Specific Information Form 
 
262 
 
 
 
263 
 
 
 
264 
 
 
 
265 
 
 
 
266 
 
 
 
267 
 
 
 
268 
 
 
 
269 
 
 
 
270 
 
 
 
271 
 
 
 
272 
 
R&D Review Panel – Request for further information  
 
Dear Mr Neil Clapton 
 Re: BCUHB R&D – request for information/clarification - response required 
  
StStudy Title Adapted group based CFT for people with Intellectual Disabilities 
IRIRAS reference 184366 
The above research project was reviewed at the meeting of the BCUHB R&D Internal 
Review Panel (IRP) on 09th July 2015. 
The IRP discussed the research governance issues arising under the following 
checks: 
Protocol assessment 
The Panel considered whether the objectives, design, methodology, statistical 
considerations (methods of data analysis) and the organisation of the study are 
appropriately described in the protocol. The panel noted that throughout the protocol 
documentation the words pilot, preliminary trial and feasibility were used. 
Participant information / consent documents and process 
The Panel considered the proposed consent process to ensure that any legal 
implications presented by the study are highlighted, and considered the accuracy of 
the information provided.  The Panel noted how the R&D form states “direct quotes to 
be published” but the Info sheet does not give information around this.  
Risks to NHS organisation assessed 
The Panel noted that the Risk Assessment completed by the study had not been 
signed or dated. 
The Panel considered the potential risks generated by the study, the consequences 
of those risks and the arrangements for mitigation. It was noted that the Risk 
Assessment Form has been completed by the researcher but an overall risk category 
has not been adequately assigned. 
The Panel concluded that this is a LOW risk hosted study and there would be no 
requirement for site monitoring unless there are concerns identified from central 
monitoring that cannot be addressed by any other means; the audit plan will request 
the submission of progress reports; the study may be included in other audits. 
 Implications for internal departments assessed 
The Panel discussed the additional work to support a study, ensuring that each 
department has assessed the impact of any additional procedures on their routine 
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work.  The Panel asked for clarification as to who within the HB will be assisting with 
the identification of participants and for confirmation from the department stating they 
are happy for staff to take part. 
Before confirming its final opinion the Panel asked for a complete response to 
the issues identified in the following governance checks: 
  
Participant information / consent documents and process 
The Panel would like clarification regarding “direct quotes to be published” and the 
need to reflect this within the participant Information Sheet as necessary.  
Implications for internal departments assessed 
The Panel asked for details as to who within BCUHB will be identifying participants.  
A signature should be obtained from the CoS (or equivalent) as confirmation they 
support the study and are happy for BCU staff to take part. 
  
Authority to consider the further information and to confirm the Panel’s final 
opinion has been delegated to the Chairman. 
If you would like further information on any other points covered by this letter please 
do not hesitate to contact me directly.  A response should be returned to me within 
14 days of this notification email. 
  
Yours sincerely 
  
Debra Slater 
Research Governance Officer 
Betsi Cadwaladr University Health Board (BCUHB) 
Ysbyty Gwynedd 
Penrhos Garnedd 
Bangor 
LL57 2PW 
  
Te. 01248 384877 / 01352 718382 
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Response to R&D request for further information 
Date: 16/07/2015 
Dear Debra, 
 
Thank you for your email/letter. The following response(s) outline how the issues identified 
have been addressed:  
 
(1) Partcipant Information / consent documents and process 
 
In terms of clarity surrounding “direct quotes to be published”, this relates to the collection 
and recording of information through a focus group utilising a semi-structured interview 
schedule. This process usually encompasses the recording of such a session, which is then 
anonymised, transcribed, analysis conducted (e.g. searching for themes), upon which quotes 
are sometimes utilised to reflect the common/over-arching themes identified by participants. 
Please refer to A36 and A62 of the IRAS form.   
 
The PIS and Consent forms highlight that information shared in the focus group will be 
recorded (of which consent is sought). A sentence has been added to the PIS (see attached) to 
highlight that information shared in the focus group may be written up in published material, 
but that this will be completely anonymised. 
 
(2) Implications for internal departments assessed   
 
In terms of clarity around who within BCUHB will be identifying participants, these will be 
identified by colleagues within BCUHB Community Mental Health teams (please refer to A13 
and A27-1 of the IRAS form). The inclusion/exclusion criteria and nature of the group will be 
explained to Mental Health colleagues in appropriate forums (e.g. team meetings), so they 
can begin to identify potentially suitable participants. Potential participants will then be 
approached by the relevant (primary) healthcare professional with information about the 
study (the Participant Information Sheet), of which they can then preliminarily express interest 
in taking part and agree to be seen by the principal investigator to ascertain capacity to 
consent, formally consent to participation, and subsequent pre-group assessment.  
 
A signature has been requested from the CoS equivalent (Mike Sinnott) as confirmation they 
support the study and are happy for BCU staff to take part. 
 
Kindest Regards, 
 
Neil Clapton 
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R&D Review Panel –  R&D Approval 
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FORMS, MEASURES, AND MATERIALS 
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Participant Information Sheet 
 
 
Participant Information Sheet – Growing Kind Minds group and study 
Information about the Research 
About me 
This is Neil Clapton. He is a trainee Clinical Psychologist at Bangor 
University. Clinical Psychologists are trained to help people who 
have difficulties in their daily life. 
 
 
  
 
He is doing some research and would like to ask for your help.  
What is research? 
Research is finding out about things. 
Neil‟s research is looking at what happens to people when they are 
helped to be kinder towards themselves.  
 
What is the research about? 
Neil is going to be running some groups. These groups help 
people cope with how they feel, by learning to be kinder to 
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themselves. Neil would like to find out if this might help people feel 
better about themselves.  
 
What happens in the group? 
The group will involve practicing lots of different ways of being 
kind, caring and helpful to yourself, and learning how this can be 
helpful and useful in life.  
 
Some of things you will practice in the group include: 
 learning to breathe in a way that calms and relaxes you, and 
helps you think more clearly  
 noticing and accepting what happens in your mind and body 
 how to deal with difficult feelings like when you feel angry, 
worried, scared, upset, sad, no good 
 talking to yourself in a kind and friendly voice, and how this 
can help calm you, feel stronger and feel happier. 
 
How many sessions would I have to attend? 
The group is six sessions long, takes place once a week, and will 
last for about an hour to an hour-and-a-half.   
 
Where and When will the group take place? 
The group will take place in …(insert location here)………. 
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at 
…(insert time here)…………………………………. 
 
Why have I been asked to take part? 
You have been asked to take part because you live in North 
Wales, you have a Learning Disability, and sometimes feel 
anxious, stressed, or low in mood. 
 
What will happen? 
1. If you want to take part, then please circle the „yes‟ at the end 
of this information sheet. If you can, please sign your name at 
the bottom and give it back to your key worker. They will pass 
it on to Neil. You can keep a copy for yourself too.  
 
2. If you say „yes‟, Neil will meet with you to ask you some 
more questions and help you complete some forms.  
The first form is called a Consent Form. This form says that 
you understand what the group and study is about, and you want 
to take part. 
The other forms ask you about how you feel. We will also ask you 
these questions when the group is finished. This will help to see if 
the group is helpful or not.  
You can bring along someone you trust with you to talk to Neil, 
and to the group, if you want (e.g. your carer or key worker).   
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3. All the information you give will be kept private. No-one 
except Neil and the research team will know who you are. 
 
4. When you have finished taking part in the group, you will have 
a chance to tell someone what you thought was good/bad 
about the group, and what was helpful/unhelpful. This is called 
a focus group. You will only be asked to do this just once. 
This will be done by one of Neil‟s colleagues, so that you are 
free to say whatever you want about the group. This will be 
recorded on a tape recorder. It is up to you whether or not you 
want to take part in the focus group.  
If you want, Neil will also let you know about the results of the 
group (e.g. did it help people feel better about themselves?).  
 
What happens if I get really upset when answering questions 
or in the group? 
If you become really upset when Neil asks you some questions about 
how you feel, he will try and help you feel less upset. You would also be 
able to get in touch with somebody you know from the learning 
disabilities team to help you with your problems. If it‟s OK, Neil might 
want to tell and write to your GP to let them know. Neil will ask you if 
this is OK when you meet with him. The same will happen if you 
become really upset when you come to the group.  
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What will happen if I tell you certain things about me?  
Whatever you say will not be shared with anybody outside our research 
team. But, if you tell us something that makes us worried about you or 
other people (such as abuse), then the research team may need to talk 
about this with other people, such as the police or social services, to 
make sure that you are safe. 
 
Do I have to take part? 
 No. If you do not want to take part in the group, just say no.  
 If you say yes, but then you change your mind, that is OK too.  
 This will not affect the way you are treated now or in the future. 
Would you like to take part in the research? 
It is up to you to decide if you would like to take part. You can have 
some time to think about it and talk to someone you know about it. 
     
 
 
        YES   NO 
 
Then sign/initial your name here:……..............      and the 
date……… 
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What if I have questions about the study? 
If you have any questions you can phone or ask someone to 
phone Neil on xxxxxxxxxx. Or you can email Neil – his email 
address is psp2d9@bangor.ac.uk. 
 
Complaints 
If you have any complaints about this research, please contact: 
Hefin Francis (school manager)  
The School of Psychology,  
Bangor University 
Pen yr Allt Road  
Bangor, Gwynedd 
LL57 2AS.  
Phone number:  01248 388339   
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Formal assessment of capacity to provide informed consent 
Protocol for Assessing Capacity (Screening) 
 
This protocol is based on procedures followed by Arscott, Dagnan, and Kroese 
(1998), and recommendations made by Bernal (2006), Cameron and Murphy (2006), 
McDonald and Kidney (2012), and Fisher et al (2006).   
 
 Read Information sheet once to/along with the potential participant, then say: 
“To take part in this research I need to be sure you understand what I am asking 
you to do.  If it is ok, I will just ask you some questions about what we have just 
read’. 
 
Questions 
1. Read the following part of the Information sheet: “We are doing research about 
what happens to people when they are helped to be kinder towards themselves. These 
groups help people cope with how they feel, and be kinder to themselves. We would 
like to find out if this group might help people feel better by helping them to be more 
kind, caring, and helpful to themselves.”  
 
Ask the participant: “What is the research and group about?” 
Score 2 for a clear and accurate answer such as “To find out if people feel better 
when they are helped to be kinder to themselves.”  
Score 1 if the person gives an answer similar to but less clear than above response 
Score 0 if the answer is irrelevant or too vague (e.g.  “See me”). 
 
2. Read the following part of the information sheet: “You have been asked to take part 
because you live in North Wales and have been assessed as having a Learning 
Disability, and because we have been told that you often feel very anxious/worried, 
stressed, and/or depressed.” 
Ask the participant: “Why have you been asked to take part in the 
group/research?” 
Score 2 for a clear and accurate answer such as “Because I have a Learning 
Disability” and/or “I often get very anxious/worried, stressed, depressed.” 
Score 1 if the person gives an answer similar to but less clear than above response 
Score 0 if the answer is irrelevant or too vague (e.g.  “See me”). 
285 
 
3. Read the following part of the Information sheet: “If you want to take part, then 
please fill in the consent form, which is in this information pack. This form says that 
you understand what the group and study is about, and you want to be part of the 
research. 
“If you have signed the consent form, Neil will then want to ask you some more 
questions about how you feel, and help you complete some forms.” 
Ask the participant: “What will happen next if you want to take part?”  
Score 2 for answer similar to “Sign a form to say yes, and then Neil will want to ask 
me some more questions, and help me complete some forms.” 
Score 1 if the person gives an answer similar to but less clear than above response. 
Score 0 for incorrect answer or an answer that is too vague. 
 
4. Ask the participant “Are you happy to take part in the group/research?”  
Answers Yes or No.  
For consent to be given the participant needs to answer Yes to question 4  
5. Read the following part of the Information sheet: “If you do not want to take part in 
the group/research, just say no. If you say yes, but then you change your mind, that is 
OK too.” 
Ask the participant: “What will you do if you change your mind?”  
Score 2 for a clear and accurate answer such as “tell you I don’t want to do it 
anymore.”  
Score 1 if the person gives an answer similar to but less clear than above response 
Score 0 if answer is irrelevant or too vague. 
 
Overall scoring 
  2 1 0 
Question 1 What is the group/research about?    
Question 2 Why have you been asked to take part?    
Question 3 What will happen next if you want to take part?    
Question 4 Are you happy to take part in the group/research?    
Question 5 What will you do if you change your mind?    
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If the participant scores 0 to any of the questions under items 1, 2, 3 or 5, then the 
participant is assessed as not having the capacity to consent in this specific 
context.  
 
If the participant scores 2 in every question under items 1,2, 3 and 5 and answers 
“Yes” to question 4, then the participant is assessed as having the capacity to 
consent and s/he is indicating their wish to participate.  If the participant scores 2 
in every question under items 1,2, 3 and 5 but answers “No” in question 4, the 
participant is assessed as having the capacity to consent and is indicating their 
refusal to participate. 
 
If an individual scores 1 on all questions it would indicate that their responses are not 
very clear indicating that perhaps they are not adequately understanding the 
information. In this situation, you will need to discuss the individual’s potential 
involvement with their carer or a member of staff who knows them well. Use your 
judgment to decide whether the individual has provided a sufficiently coherent 
understanding of the questions in the context of their level of intellectual disability, 
memory ability, and potential for suggestibility and acquiescence.  
 
Particular attention should be given to the following other potential indicators 
(positive and doubtful) of consent (Cameron & Murphy, 2006): 
 
POSITIVE INDICATORS Yes 
 Assessor         Carer 
No 
  Assessor          Carer 
High level of engagement (e.g. 
eye contact, body language) 
    
Relevant elaboration (e.g. verbal 
comments indicating willing to 
take part) 
    
Positive non-verbal responses 
(e.g. nodding)  
    
 
 
DOUBTFUL INDICATORS Yes 
 Assessor         Carer 
No 
  Assessor          Carer 
Low level of engagement (e.g. 
lack of eye contact, indifference) 
    
Concern that responses were 
overly acquiescent (e.g. agreeing 
without clear understanding) 
    
Ambivalent non-verbal responses 
(e.g. negative facial expression) 
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Participants’ responses and the above indicators should be discussed and corroborated 
with carers (if they are present) to check for agreement.  
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Participant Consent Form 
 
  
Consent form – Growing Kind Minds group and study  
If you would like to take part in the research, you need to do two things: 
1) Answer the questions below (1-8) by putting a circle round the answer, and writing 
the initials of your name next to your answer   
2) Sign and date the form (on the next page) 
Questions 
1. I have been given information about the group and the study  
 YES    NO 
 
2. I understand what the group and study is about 
YES    NO 
 
3. I have been able to ask questions if I wanted     
YES    NO 
 
4. I know that I can stop taking part at any time 
YES    NO 
  
5. I agree to take part in the study 
 YES    NO 
      
6. I am happy for my doctor (GP) to be told that I am taking part 
 YES    NO  
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7. I am happy for my doctor (GP) to be informed if I have any problems 
YES    NO  
 
8. I understand that if I tell the therapist something that made them worry 
about me or somebody else, they would need to tell somebody 
YES    NO 
 
I would like to be told about the results of the group 
 
  YES    NO 
I would like to be told the results by (please tick which one you would most 
like): 
 
 
Letter      Meeting (face-to-face)  E-mail       Telephone 
 
 
FOCUS GROUP 
 
I would be happy to attend a focus group 
  
YES    NO 
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I am happy for my answers to be recorded on tape 
 
  YES    NO 
 
PARTICIPANT 
Name………………………………… Date of Birth…………… 
Signed………………………… Date………………………. 
 
 
RESEARCHER 
 
Name…………………………………………………………. 
Signed………………………… Date………………………. 
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GP/HC Professional Notification Letter 
 
RHAGLEN SEICOLEG CLINIGOL GOGLEDD CYMRU 
NORTH WALES CLINICAL PSYCHOLOGY PROGRAMME 
 
Ref:  
Llyth-el/E-mail:  psp2d9@bangor.ac.uk 
Llinell Uniongyrchol/Direct line:   
Date here 2015 
Address Here 
 
Dear (GP/Healthcare Professional), 
I am writing to inform you that Xxxxxxx has consented to take part in a 
research project that I am carrying out as part of my doctoral research.  
As part of the research, this will involve Xxxx attending a six-session 
Compassion Focused Therapy group. The group shall be running from 
(insert dates here) at (insert location here). The purpose of this research 
is to see if adapting this therapeutic approach for individuals with a 
Learning Disability in a group format is feasible, acceptable and 
efficacious. Additionally, we are attempting to initially explore whether 
helping individuals with Learning Disabilities and concurrent mental health 
issues be more compassionate to themselves reduces their overall level of 
psychological distress and improves well-being.  
Capacity to and informed consent has been established and gained. It has 
been communicated and established that participation is entirely 
voluntary. He/she has been made aware that they can withdraw at 
anytime without any adverse consequences, and he/she does not have to 
give a reason. 
If you have any further queries, please do not hesitate to contact me. 
 
Yours sincerely 
 
 
Neil Clapton 
Trainee Clinical Psychologist 
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GP/HC Professional Undue Distress Letter 
 
RHAGLEN SEICOLEG CLINIGOL GOGLEDD CYMRU 
NORTH WALES CLINICAL PSYCHOLOGY PROGRAMME 
 
Ref:  
Llyth-el/E-mail:  psp2d9@bangor.ac.uk 
Llinell Uniongyrchol/Direct line:   
Date here 2015 
Address Here 
 
Dear (GP/Healthcare Professional), 
Re: Xxxxxxxx Xxxxxxxx (insert participant’s details here) 
I am writing to you, with the consent of the above, to inform you of their 
current circumstances and concerns regarding their emotional well-being, 
having attended an assessment session with myself on XX/XX/XX. This 
was in preparation to attend a six-session Compassion Focused Therapy 
group that we are carrying out as part of my doctoral research. 
During the assessment session, Xxxxxx became sufficiently distressed as 
to warrant cessation of the assessment. Whilst every attempt was made 
to ensure that Xxxxx’s distress was appropriately addressed and resolved, 
it was agreed that (and they are aware of) we would contact you to inform 
you of this. I kindly ask that you further investigate and monitor 
Xxxxxxx’s current level of distress and well-being, and take appropriate 
steps to address any unresolved distress/issues with them.    
In the interests of Xxxxxxx’s current well-being, they will no longer be 
required to complete the formal assessment process or take part in the 
aforementioned group and research. 
If you have any further queries, please do not hesitate to contact me. 
Yours sincerely 
 
Neil Clapton 
Trainee Clinical Psychologist 
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Protocol for managing undue distress and incidental disclosures 
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PTOS-ID II: Scoring 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
303 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
304 
 
SELF-COMPASSION SCALE–Short Form for Intellectual Disabilities (SCS–SF ID)              
To Whom it May Concern:  
  
Please feel free to use the Self-Compassion Scale – Short Form in your research (12 items 
instead of 26 items). The short scale has a near perfect correlation with the long scale when 
examining total scores.  We do not recommend using the short form if you are interested in 
subscale scores, since they’re less reliable with the short form. You can e-mail me with any 
questions you may have. The appropriate reference is listed below.  
  
Best wishes,  
  
Kristin Neff, Ph. D.  
  
e-mail: kristin.neff@mail.utexas.edu  
  
  
Reference:  
Raes, F., Pommier, E., Neff, K. D., & Van Gucht, D. (2011). 
Construction and factorial validation of a short form of the Self-
Compassion Scale.  Clinical Psychology & Psychotherapy. 18, 
250-255.  
  
Coding Key:  
Self-Kindness Items:  2, 6 
Self-Judgment Items: 11, 12  
Common Humanity Items: 5, 10  
Isolation Items:  4, 8  
Mindfulness Items:  3, 7  
Over-identified Items: 1, 9  
  
Subscale scores are computed by calculating the mean of subscale item responses. To 
compute a total self-compassion score, reverse score the negative subscale items - self-
judgment, isolation, and over-identification (i.e., 1 = 5, 2 = 4, 3 = 3, 4 = 2, 5 = 1) - then 
compute a total mean.   
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Running head: SELF-COMPASSION SCALE–Short Form (SCS–SF)                        2  
HOW I TYPICALLY ACT TOWARDS MYSELF IN DIFFICULT TIMES  
  
Please read each statement carefully before answering. To the left of each item, indicate 
how often you behave in the stated manner, using the following scale:  
    
Almost         Sometimes            About                Quite                 Almost                                                                        
 never                                           half of                 a lot                  always             
       the time 
          1                         2                         3                         4                         5  
           
_____1. When I get something wrong I feel like I’m no good at anything   
_____2. I try to be kind to myself about the things I don’t like about me 
_____3. When something happens that upsets me, I try to think carefully and calmly about 
what   has happened 
_____4. When I’m feeling down, I tend to feel like most other people are probably happier 
than I am.  
_____5. When I get things wrong I remind myself that everyone gets things wrong 
sometimes 
_____6. When I’m going through a hard time, I try to care of myself 
_____7. When something upsets me I try to keep my emotions in balance.   
_____8. When I fail at something that’s important to me, I tend to feel like the only one 
_____9. When I’m feeling down I tend to get stuck on thinking about what is wrong. 
_____10. When I feel no good/ not good enough in some way, I try to remind myself that 
everyone feels like they’re not good enough sometimes.   
_____11. I give myself a hard time about the things I’m not good at or don’t like about 
myself 
_____12. I can’t stand/accept the parts of me that I don’t like. 
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Feasibility and Acceptability Measure 
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Focus Group Interview Schedule 
CFT-ID Interview Schedule for Focus Group 
QUESTIONS 
[THE MAIN QUESTIONS ARE NUMBERED IN BOLD, AND ARE THE GUIDING 
QUESTIONS. PLEASE FEEL FREE TO USE PROMPTS TO ELICIT FURTHER 
AND MORE SPECIFIC INFORMATION] 
 
1. What made you want to go to the group? 
 
2. What did you learn from the group? 
 
PROMPTS: 
- Could you follow the group ok? 
- Was there anything in the group that you did not know before? 
 
IF PARTICIPANTS STRUGGLE, USE FOLLOWING PROMPTS (and visual 
aids/prompts): 
 
- Compassion (being kind, caring and helpful to ourselves)  
- Having „tricky‟ brains 
- „Not your fault‟ and „all in the same boat‟ (common humanity) 
- Three circles 
- Being kind and caring rather than mean to yourself 
 
3. What was the most helpful part of the group and why? 
 
PROMPTS: 
- Can you tell me how this has helped you? (elicit examples) 
- Can you tell me how and why this had made a difference to you? 
- What has it changed? What has it helped you with?  
- What has it helped you do? 
 
4. What was the least helpful part of the group and why? 
 
PROMPTS: 
- What did you like least? 
- What might make the group better? 
- What would you change about the group? 
- What would you like to do more of in the group? 
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5. How did you find the practices/exercises you did in the group? 
 
PROMPTS for exercises: 
- In the group, you practiced lots of things like „Calm Breathing‟, 
practicing having an „inner kind friendly voice‟ to yourself, practicing 
being and acting as your most kind/caring/helpful (compassionate) 
self, and practicing imagining somebody very kind/caring/helpful 
(compassionate image) talking to you 
 
PROMPTS for eliciting practice-specific information and effects: 
 
- How did you find the practices/exercises, in general? How were the 
exercises for you?  
- Were they easy/hard to understand? 
- Were they easy/hard to do? 
- How often did you use the exercises/practices? 
- Which one(s) did you use/practice? 
- When did you use the exercises/practices? 
- How did they help you? 
   
 
6. What do you think it will be like to put these things into practice in your 
everyday life? 
 
PROMPTS: 
- How might you do that?  
- What would help you do that? 
 
 
7. Do you think the group has changed the way you feel you feel about, talk 
to, and treat yourself? 
 
- Can you tell or show me how (give examples)?  
 
 
8. Would you go to the group again? 
 
- Would you recommend the group to other people? Why? 
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Group Protocol 
GROWING KIND MINDS: 
COMPASSION FOCUSED THERAPY 
GROUP FOR PEOPLE WITH  
INTELLECTUAL DISABILITIES (CFT-ID) 
 
GROUP PROTOCOL v1 
 
Developed by Neil Clapton & Jonathan Williams 
Acknowledgements 
The investigators would like to offer their sincerest thanks, gratitude and appreciation to the 
following individuals for their collective wisdom and expertise, which has contributed greatly 
to the development of this protocol: Professor Paul Gilbert, Russell Kolts, Chris Irons, 
Michelle Cree, Charlie Heriot-Maitland, Tobyn Bell, Andrew Rayner, Helen Heapy, and Julia 
Frearson.  
 
About CFT 
Compassion Focused Therapy (CFT; Gilbert, 2005, 2009, 2010) was originally specifically 
developed for clients with mental health difficulties characterised by high shame and self-
criticism. CFT explicitly targets the development of affiliative emotion that helps to engage 
with and regulate difficult emotions, and tone up positive emotions of safeness, 
contentment, and well-being. This is supported by research indicating that compassion 
training can have wide-ranging physiological and psychological benefits, including changes at 
a neural and emotional level (Klimecki et al, 2013; Weng et al, 2013, Jazaieri et al, 2013), and 
is thus an eminently trainable skill. This is likely enhanced in a group setting, as central to 
CFT is the creation of affiliative contexts to share, de-shame, validate, soothe, and 
encourage (Bates, 2005). CFT has been shown to be feasible, acceptable and efficacious in a 
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group format for individuals with wide-ranging and complex mental health difficulties 
(Gilbert & Procter, 2006; Judge et al, 2012; Lucre & Corten, 2013), and has begun to be 
adapted into briefer group therapies such as for acute psychiatric inpatients, where it has 
also shown to be feasible and efficacious (Heriot-Maitland, 2014).  
Outline of Intervention 
CFT focuses on helping people access and stimulate affiliative motives, emotions and 
competencies underpinning compassion that play important roles in threat regulation, well-
being, and prosocial behaviour (Gilbert, 2014). These include interventions such as the use 
of breathing, posture, facial expressions and voice tones to help balance the autonomic 
nervous system through parasympathetic activation/stimulation. This further involves the 
teaching of a series of compassion cultivation exercises that involve attention training, 
practising mindfulness, mentalizing, compassionate self-identity cultivation, the use of 
compassionate imagery, and enacting compassionate behaviours on a regular basis. These 
fall under the umbrella of Compassionate Mind Training (Gilbert, 2010), which is designed to 
cultivate and develop the various subcomponents and competencies of the two 
psychologies of compassion – engagement with and alleviation/prevention of suffering 
(Gilbert & Choden, 2013).  
 
Session Outline 
 SESSION 1: ‘Welcoming each other!’ 
(1) Introduction to group members and facilitators 
(2) Set ground rules 
(3) Repeat/reiterate purpose of group 
(4) Brief introduction to the concept of compassion (as ‘kindness’ and ‘true 
strength’): practical exercise – what it is and isn’t, how it might be helpful, 
fears about developing; brief introduction to principles of CFT 
(5) Establish group ‘compassionate mind’ 
 
 SESSION 2: ‘Life is Hard – It’s Not Your Fault!’ 
(1) Tricky brain 
(2) ‘Not your fault’ concept 
(3) Practical exercise: demonstration of importance of mindfulness & slowing 
down (beaker exercise) 
(4) Introduction to ‘Calm Breathing’ (Mindful SBR practice) 
 
 SESSION 3: ‘Getting to know our brains and bodies better’ 
(1) Introduction to the ‘Three Circles’ model of CFT  
(2) Practical exercise: Three circles and how they affect our minds and bodies 
(motives, emotions, attention, thoughts, bodily urges, behaviours) 
(3) Talk about ‘stress’ related to threats, relate to the three circles 
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(4) Practical exercise: Beginning to move out of the red (threat) and into the 
green (affiliative/soothing)  SBR practice 
(5) Practical exercise: Beginning to practice using our inner warm, kind, friendly 
voice 
 
 
 SESSION 4: ‘Becoming our own Best Friend’ 
(1) Exploring the power of our minds (thoughts, images, self-relating) 
(2) Exploration of self-compassion: distinguish differences between self-
criticism and self-compassion 
(3) Practical exercise: feeling the difference between being critical and 
compassionate to ourselves 
(4) Fears/blocks/resistances to compassion for self/others/from others 
(5) Practical exercise: Beginning to carry around a friend in our own head 
(6) Practical exercise: ‘Compassionate Self’, ‘Compassionate Ideal’ 
 
 SESSION 5: ‘Let It Go! Being Here Right Now, and Looking for the Good’ 
(1) Letting go and focusing on what is helpful 
(2) Being brave 
(3) Being kind to others 
(4) Gratitude 
 
 SESSION 6: ‘Keeping Kindness Going’ – Review and Maintenance 
 
SESSION 1: “Welcoming Each Other!” – Introduction to the group 
(1) Names and Introductions 
- Give out name tags 
- What has brought them here today (why they are here?) 
- What would they like to get out of the group, and what are 
they worried about in terms of being in the group (hopes and 
fears)? 
 
(2) (Re) Introduce the purpose of the group 
 
(3) Establish group rules [USE FLIPCHART] 
 
(4) GROUP EXERCISE: Introduction to concept of compassion [USE 
FLIPCHART] 
- Elicit participants’ understanding and meaning  
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- Clarify what compassion is/isn’t  
- What do they like about it? What do they not like about it?  
 
(5) GROUP EXERCISE: Initial Fears/Blocks/Resistances (FBRs) to 
compassion [USE FLIPCHART] 
- What might people’s FBRs be? 
- Where might these have started/come from? 
- What would it be like if we could overcome these blocks? 
(compassionately validate FBRS, whilst stressing that we will be 
helping to overcome these blocks in the group, and that is an 
essential part of the practice) 
SESSION 2: “Life is Hard – It’s Not Your Fault!” 
(1) Psychoeducation about the nature of human existence – life 
is hard 
- The three noble truths of CFT: the flow of life, the tragedy of 
human existence, the socially shaped nature of ourselves 
- ‘Not your fault’: didn’t choose to have this brain, these 
emotions, your experiences, have an LD  cant change these, 
BUT is our responsibility about how to best deal with (do the 
best we can) 
- Introduce concept of ‘Common Humanity’ – we are all in the 
same boat together 
- Practical exercise: blame vs. no blame, resistance vs. 
acceptance 
 
(2) Psychoeducation about our evolved ‘tricky’ brains 
- Introducing this as understanding how our brain works, so we 
can understand ourselves better 
- Playfully explore concept of ‘Old Brain/New Brain’ interactions 
and loops 
 
(3) Mindful breathing as a first step to being kinder to ourselves 
- Practical exercise: the threat system as the ‘magnet of the 
mind’  
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- Exploration that attention is moveable: we can move it (like a 
spotlight), and what we choose to focus on affects how we feel   
- Exploration of why it is important to slow down and become 
aware of what is going on in our mind  
- Practical exercise: ‘Clear Mind Activity’ demonstration (beaker 
of water and soda exercise), and practicing ‘Calm Breathing’ 
(Mindful Soothing Breathing Rhythm – SBR)  learning to be 
‘strong and still, like a mountain’ 
  
(4) Beginning to treat ourselves more kindly 
- Practical exercise: Beginning to practice using our inner warm, 
kind, friendly voice 
 
(5) Set home/personal practice 
 
SESSION 3: ‘Getting to know our brains and bodies better’ – Intro to 3 Circles 
(1) Introduction to the ‘Three Circles’ Model of CFT 
- Practical exercise: Three circles and how they affect our minds and 
bodies (motives, emotions, attention, thoughts, bodily urges, 
behaviours) – stepping into each three 
- Talk about ‘stress’ related to threats, relate to the three circles 
- Practical exercise: how big are our own three circles? DRAWING!  
What might have shaped these? What might have made them 
unbalanced (de-shame and validate) 
- Re-iterate the goal of the CFT group: to re-balance the systems, 
particularly building up and using the green system to do so (can’t 
get rid of threat system/emotions, have to learn how to 
compassionately respond to and manage them so we are calmer, 
peaceful, content, strong/brave, less frightened or down all the 
time, feel less alone) 
 
(2) The many different parts of us 
- Exploration of how we can have many different reactions to things, 
and that these ‘selves’ can take control of our minds and ‘run the 
show’ 
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- Explain how we can train/build up the kind, helpful, caring part of 
ourselves (the self that we would like to be), and explore as a group 
how/why this might be helpful 
 
(3) Helping ourselves move out of the Red and into the Green 
- Re-iterate the importance of practice/training: like working out at 
the gym, training for a marathon/climb a mountain; like a workout/ 
physio for the mind (treading a new path – forest example) 
- Practical exercise: Re-visit and re-practice ‘Calm Breathing’ (SBR)  
- Practical exercise: Practicing becoming the compassionate self 
(method acting)  
 
(4) Helping each other be kinder (compassionate) to ourselves 
- Practical exercise: use previous exercise to practice being 
compassionate to each other, and how they would respond to 
difficult situations in their lives  
 
(5) Set home/personal practice 
SESSION 4: ‘Becoming our own Best Friend’ – Behavioural and Imagery 
Practice  
(1) Exploring the power of our minds (thoughts, images, self-relating) 
- Practical exercise: how internal and external cues activate the same 
emotional systems (cake, winning the lottery, bullying, kindness) 
- Explore how this can not only help calm and soothe us when 
distressed, but help us face difficult things and flourish 
 
(2) Exploration of self compassion: distinguishing the difference 
between self-criticism and compassionate self-correction 
- Practical exercise: feeling the difference between being critical and 
compassionate to ourselves  model to group (facilitators 
exploring a difficult situation, demonstrating the response of the 
critical self and the compassionate self), sit facilitator in middle and 
encourage members to take it in turns being (briefly) self-critic and 
(more extensively) compassionate self  
 
(3) More practice becoming our kindest (compassionate), best 
possible self 
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- Explore qualities we might need to develop, how might we go about 
doing that (flip chart) 
- Re-explore fears/blocks/resistances to compassion for 
self/others/from others 
- Practical exercise: giving and receiving compassion in pairs  
- Practical exercise: beginning to carry around a friend in our own 
head 
 
(4) Creating our own Compassionate Ideal Other to help calm and 
soothe us 
- Explore how we can use this to generate feelings of warmth and 
kindness (does not matter if is not real – is stimulating systems in 
our brain) 
 
(5) Learning to notice and appreciate the good in us 
- Learning to notice what we are good at, our own unique strengths 
- Emphasise our common humanity that we all have strengths and 
weakness 
- Practical exercise: learning to take joy in ourselves, what we are 
good at, our successes (how this helps us be happy and grow) 
 
(6) Set personal/home practice 
SESSION 5: ‘Let It Go! Being here right now, and looking for the good’  
(1) Being brave (how kindness helps us be strong and brave – 
courageous) 
- Explore how being kind to ourselves can help us face and do 
difficult/new things, overcome our fears 
- Explore how kindness can help us (appropriately) stand up for 
ourselves/get what we need  
 
(2) Letting Go and focusing on what is helpful 
- Explore why this is helpful, but can be very difficult! 
- Practical exercise: red and green balloons – letting go of 
unhelpful thoughts/emotions/reactions (red balloons); finding, 
noticing, and keeping hold of helpful ones (green balloons) 
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(3) Being Kind to Others  
- Explore how and why this is good for us and others  
- Practical exercise: doing Random Acts of Kindness for others  
 
(4) Gratitude practice 
- Practical exercise: think of three things in your life that make 
you feel happy or lucky to have (try and do this every day for 
the next week – what do you notice?) 
- Practical exercise: Practicing gratitude with each other – tell 
another person in the group what you like about them, what 
you think their strengths are, and why you have liked having 
them in the group 
 
(5) Set personal/home practice 
SESSION 6: ‘Keeping Kindness Going’ – Review and Maintenance 
(1) Review what has been learnt in group 
- Review concepts 
- Review exercises 
- Brief exploration around what people think they have learnt, 
how the practices have gone, what they have found 
useful/helpful or hard 
- Encourage to explore if they have noticed any changes 
 
(2) Maintenance 
- Explore ways of keeping kindness going in their day-to-day lives 
- Share ideas around how they might do this 
- Reiterate the importance of PRACTICE, PRACTICE, PRACTICE! 
- Explore how this might continue to be helpful in their life – 
what changes, what are the consequences, what can they do 
more of, how might life be better? 
- Workbooks 
- Explore helpful relationships: how they can use others they 
trust as compassionate coaches 
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General Appendix 2. THEMATIC ANALYSIS – MASTER CODING TABLE 
Code Transcript, page no., 
line(s) 
Quote (participant 
number) 
Additional 
Comments/Observations 
1. Wanting to feel better about self 2, p.1, line 3  
 
 
2, p.1, line 11 
 
 
2, p.2-3, line 58-65 
(P5) To make me feel better 
about myself  
 
(P4) Yeah, I think the same 
as well. 
 
(P6) Uh huh. I got, I got to the 
stage where I got fed, fed up 
of lock, lock, locking me in 
my room, not socialising, 
wanted to be a calmer 
person, so so I went  
(I) Okay. So the idea that you 
wanted to be a calmer 
person? 
(P6) Yeah 
(I) Okay  
(P6) I thought its not help, 
helping locking myself in my 
room cos you wouldn’t, 
wouldn’t want a life at the 
end(?inaudible?  see 3 
mins 25 secs), because it was 
getting to the stage where all 
of my friends were getting 
Reflects reasons and motivations 
for coming, what they would like 
to change and/or be different  
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upset 
2. Wanting to change how they feel 
about and relate to others  
2, p.1, lines 5-10 (P5) And other people as 
well  
(I) Yeah. “To make you feel 
better about yourself”, and 
and... 
(P5) Other people 
(I) And to feel better about 
other people? 
(P5) Yeah 
(I) Ok. Ok. Thank you 
Reflects reasons and motivations 
for coming, what they would like 
to change and/or be different 
3. Wanting to deal better with life 
events/problems 
1, p.2, lines 49-51 
 
 
 
 
 
 
 
1, p.2, lines 54-57 
 
 
 
 
 
 
 
 
1, p.2-3, lines 61-71 
(P1) And it might help you 
because I’ve got issues, 
like...I’ve just recently lost 
Dad, so... 
(I) Right...[writes on 
flipchart] So your sister 
thought it might be helpful 
for you? 
(P1) Yeah. 
 
(P3) Ummmmm...problems 
in life...family. 
(I) Yeah? [writes on 
flipchart] ‘Problems in my 
life’. So, did you think if you 
came to the group it might 
help you to cope with those? 
(P3) Yeah. 
Reflects reasons and motivations 
for coming, what they would like 
to change and/or be different 
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(P2) Urrmm, my brother and 
sister. 
(I) Okay. [writes on flipchart] 
What did they say to you? 
(P2) It’s just like, like, I can’t 
like see them anymore, so I 
thought to come here like to 
help me out like kinda cope 
sort of thing. 
(I) Okay. So again it was 
about coping 
(P2) Yeah. 
(I) With the things that were 
quite difficult. 
(P2) Yeah.  
(I) [Pause and silence whilst 
writes on flipchart for 
approx. 5 seconds] Would 
you say, coping with not 
seeing them? 
(P2) Yeah, like, with not 
seeing them, like...yeah.   
4. Wanting to be less self-critical  2, p.1, lines 11-12 
 
 
 
 
2, p.3, lines 84-85 
(P4) It’s like, you’ve been, 
I’ve been beating myself up 
for such a long time, and 
even the last, forever... 
 
(P4) Instead of being the one 
Realisations around how long they 
have been self-critical, and the 
negative impact this has had; ; also 
reflect reasons and motivations for 
coming, and what they would like 
to change/be different 
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that (brief pause)...you’re 
beating yourself up, cos the 
way I was, I was proper 
(brief pause)...I was horrible 
to me self, and...  
5. Talking about engaging in self-
criticism/self-blame, and negative 
impact of shame & self-criticism  
2, p.1, lines 11-14 
 
 
 
 
 
 
 
 
 
 
2, p.3-4, lines 91-98 
 
 
 
 
 
 
 
 
 
 
 
 
(P4) It’s like, you’ve been, 
I’ve been beating myself up 
for such a long time, and 
even the last, forever...I 
wanted, I didn’t...although I 
knew people felt the same 
way I did, anxious and scared 
and depressed and fed up, I 
always used to beat myself 
up to the point where I didn’t 
wanna be here anymore. 
 
(P4) I used to get really 
anxious and really really, if I 
was in a meeting anywhere 
I’d be effin’ and jeffin’ at 
them, cos I wouldn’t 
understand what they were 
saying, and then all of a 
sudden they’re going “naair 
nair nair nair nair [finger 
wagging, pointing], don’t do 
this, don’t do that” and I’d be 
like “Argh, argh!” And 
Realisations around how shame 
and self-criticism has negatively 
impacted on their lives – mood, 
sense of self etc.  
 
Common humanity around 
shame/self-criticism? 
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2, p.7, lines 205-208 
 
 
 
 
 
 
 
 
 
2, p.14, lines 431-435 
 
 
 
 
 
 
 
 
because I, I didn’t 
understand what was going 
on in my own head, never 
mind what they were saying, 
I was kicking off 
(I) Right 
(P4) And getting really angry 
with them, and swearing and 
screaming at them. And then, 
coming out of that meeting 
and beating myself up again. 
So, it was like, I was on the 
floor before you knew it. 
 
(P5) I used to blame me self 
because me mom died six 
years ago, and I blamed me 
self for that as well. Think it’s 
my fault you know, all the 
worry about you know and 
that 
(I) Uhm, yeah, so its 
something that people do a 
lot isn’t it? 
(P5) Uhhmmm [nodding] 
 
(P4) ...and I’ve got a tendency 
to...even if I’m okay for a 
while, I’ve got a tendency to 
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2, p.15, line 448 
 
 
beat myself up anyway...cos 
I’d rather do it than let 
someone else do it, and I 
think 
(I) So you’ve got a tendency 
there already, yeah?     
(P4) Yeah, the, I think it’s... 
 
(P4) ...I’ve always been the 
same: beatin’ me self up, 
doin’ it again, do it again, do 
it again, do it again 
6. Anxious/reluctant/ambivalent 
around going to group 
2, p.1, lines 16-17 (P4) And this course was, 
erm, suggested to me, I first 
thought “naaah, not another 
one!” Cos I’ve been on 
courses before 
Reflects FBRs to going to the group 
7. Negative previous experiences of 
attending other groups 
2, p.1, lines 18-25 (I) Oh, why you’ve been on 
courses before? 
(P4) Not THIS one! I’ve been 
on erm confidence courses 
before  
(I) Yeah 
(P4) And that didn’t go down 
very well, cos the people that 
were in the course actually 
lived in the same area that I 
did, and went to the same, 
hung around the same 
Reflects FBRs to going to the group 
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neighbourhood that I did 
(I) Oh okay 
(P4) Which wasn’t very good, 
because what everyone said 
in the group kind of over-
spilled into my personal life, 
which wasn’t good either.   
8. Encouragement from others to go 
to the group 
2, p.1, lines 29-30 
 
 
 
 
 
 
 
2, p.2, lines 38-41 
 
 
 
 
 
2, p.3, lines 68-69 
 
 
 
 
 
1, p.2, lines 40-51 
(P4) Um, and when it was 
suggested to me again, uh 
had a word with my friend 
and she said, “well you know, 
try it, you don’t know what 
will happen until you try it.” 
And to be honest I’m glad I 
did 
 
(I) ...So it’s a bit like, people 
had said “why don’t you give 
it a go?”, and then you gave it 
a go, and 
(P4) I’m glad I did 
(I) And you’re glad you did. 
 
(P6) And, and all my friends 
suggested that I should go to 
group because they, they said 
they were getting a bit fed up 
of me being negative 
 
Reflects reasons and motivations 
for going to the group 
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(I) Can you have a think back 
to the very first time that you 
found out about the group, 
what made you want to 
come? 
(P1) My sister.  
(I) Okay...so, your sister...I’m 
gonna, if I sit here is that ok 
for everybody? 
(P2) Yeah. 
(I) Yeah? So, your sister 
[writing down answer on 
flipchart for approx. 5 
seconds]. And, what did she 
say to you? 
(P1) Ooh, she just...knew Neil 
and Jonathan, and said that 
there’s a group starting... 
(I) Okay.  
(P1) And it might help you 
because I’ve got issues, 
like...I’ve just recently lost 
Dad, so... 
(I) Right...[writes on 
flipchart] So your sister 
thought it might be helpful 
for you? 
(P1) Yeah. 
9. Talk about everything being 1, p.4, lines 93-101 (P2) Everything really, hum, General tendency to describe 
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helpful (non-specific beneficial 
effects of attending the group) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
1, p.5, lines 128-130 
 
 
 
 
 
1, p.5, lines 138-139 
 
 
 
 
1, p.11, lines 295-298 
(I) Hey? (P2) everything 
really 
(F1) Everything? 
(P2) Yeah. 
(I) Everything’s a really big 
word. Can you tell me a bit 
more about that? What does 
everything mean? 
(P2) Like, how to like cope 
with things and stuff like 
that. 
(I) Uh huh [writes on 
flipchart] “How to cope with 
things”...and you said “stuff 
like that”. What, what’s that 
mean? 
(P2) Like, like when you like 
breathing and things like 
that, and.. 
 
(I) Yeah? So what would you 
say you learnt from the 
group? 
(P3) Quite a lot. 
(I) Quite a lot? What sort of 
stuff? 
 
(P3) Ummmm (pause for 
approx 8 seconds whilst 
derived emotional benefits, 
without being able to identify 
specifics (e.g. how it has helped, 
what has changed) 
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2, p.2, lines 32 
 
 
2, p.12, lines 367 
 
 
 
2, p.19, line 577 
 
 
2, p.21, line 619-620 
 
 
 
 
 
1, p.15, line 410-415 
 
 
 
 
 
 
formulating an answer), 
ummmm, there is quite a lot 
but I cant think of one word 
more.  
 
(I) ...Okay. So, what was the 
most helpful part of the 
group and why? What do we 
think was most helpful? 
(P3) Um, everything about it.  
(P2) Yeah, everything really.  
 
(P4) Because it has, it has 
helped me quite a lot... 
 
(P4) I think everything, in, in 
its own way as helped us all 
in a different way 
 
(P6) I’m, I’m finding it really 
positive now thanks to this 
 
(P4) And I, I would literally 
do it all over again, because 
its, it has helped so much, 
but...you know, you cant 
cover everything you’ve had 
happen or done in six weeks 
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2, p.17, lines 487-496 
 
(I) What d’ya think? What 
was the least helpful part? 
[Pause for approx 10 
seconds] 
(P2) Can’t think of any! 
[laughs] 
(I) Was there anything when 
you thought, “oh why are we 
doing this? This is awful, I 
really don’t wanna do it!” or 
“I don’t see how this is going 
to help me” or “I wish they’d 
done this”? Anything like 
that? (Brief pause) 
(P2) No, cant think of any.   
 
(I) ...Anything else you can 
think of about how you found 
them? 
(P2) Mmm, helpful.  
(I) Helpful? Brilliant, that’s a 
good start. [F1 then provides 
a prompt/reminder of some 
of the practices/exercises 
undertaken in group] So, 
how were all of those? 
(P2) Umm...good. 
(I) What was good about 
them? 
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(P2) Ummm, everything 
really. Like, help me type of 
thing, stuff like that 
(I) Uh-huh? So, “everything 
was good, it helped you.” 
(P2) Yeah. 
10. Increased confidence to express 
self  
1, p.7, lines 178-182 
 
 
 
 
 
 
 
 
2, p.2, lines 32-37 
 
 
 
 
 
 
 
 
2, p.9, lines 266-267 
 
 
 
 
(P2) Like, speaking about my 
feelings and that 
(I) Uh hum? So, is that 
something you didn’t do very 
much before? 
(P2) Not much, no.  
(I) No. Would you feel more 
confident in doing that now? 
(P2) Yeah. 
 
(P4) ...I mean, if you’d have 
been here day one like Xxx 
said 
(I) Yeah 
(P4) I was, I never shut up! 
And then, I...I didn’t think for 
one minute that I’d say 
anything 
(I) Okay 
(P4) But I didn’t shut up! 
 
(P4) That was everything. 
Um, and I suppose the good I 
Reflects emotional changes – 
(positive) change in sense of self 
 
Changes in both inter & 
intrapersonal relating? 
 
Increase in social safeness (feeling 
safer and more connected to 
others)? Reduced shame?  
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2, p.18-19, lines 549-561 
got out of that one was...I, I 
opened up here. I didn’t 
think I would but I did. 
 
(P6) ...I said I forgot that bit 
Xxxxx, I upset my mate, I said 
I didn’t mean to upset you. I 
pushed my mate Xxxxx a bit 
though, I said, I, that’s why I 
thought I’d upset my mate 
cos I forced him, I forced you 
to do it 
(P4) Yeah, but I spose in that 
respect, when he did it, did 
he chill out a little bit? 
(P6) Yeah, ch chill him out, 
chilled him out  
(P4) Exactly          
(P6) I said I’m like a brother 
to you Xxxxx 
(P4) Yeah, so so, where, you 
didn’t wanna upset him, he’s 
he’s then taken that onboard 
and he’s been alright with 
you, aint he? 
(P5) He, he’s alright when I 
reminded 
(P4) Exactly 
(P6) I reminded him he’s got 
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me 
(P4) Yeah 
11. Being and feeling less negative 
(about self and others) 
2, p.3, lines 71-73 (P6) So, so I’m not that 
negative like I used to be  
(I) So other people had 
noticed                   
(P6) Yeah 
Changes in sense of self, self-to-
self relating, positive emotional 
shifts 
12. Feeling less alone with one’s 
difficulties/suffering  
1, p.7, lines 195-201 
 
 
 
 
 
 
 
 
 
2, p.3, lines 80-81 
 
 
 
 
2, p.4, lines 100-102 
(P3) And being in like the 
same boat and all that 
(P2) Yeah 
(I) Ahhh, ok, so you learnt 
that everybody’s in the same 
boat and 
(P2) Yeah.  
(P3) Trying to get through 
life  
(I) Yeah?  
(P2) And we’re not alone.  
 
(P4) Its like, you’re not, 
you’re not on your own. You 
know, there are other people 
that are going through the 
same thing... 
 
(P4) ...I have managed [brief 
pause approx. 3 seconds]...I’d 
say [chuckles], erm, I’ve 
managed to realise that, that 
Common humanity – de-shaming, 
increase in sense of 
connectedness? 
 
Positive emotional changes/shifts? 
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I’m not on my own. I have got 
people who, who are gonna 
be there to support me and 
help me change, to be the 
person I wanna be, cos I’ve 
I’ve always been nice, but I 
just don’t, I’m just not nice to 
myself 
13. More able to be kind to self and 
others  
2, p.3, lines 81-84 
 
 
 
 
 
 
 
 
2, p.12, lines 347-348 
 
 
 
 
1, p.10, lines 272-290 
 
 
 
 
 
 
(P4) ...and you know you 
can...you can find it in, in 
yourself to be nice to 
yourself, to be nice to other 
people  
(I) Uh huh 
(P4) Instead of being the one 
that (brief pause)...you’re 
beating yourself up 
 
(P6) The, the being kind, 
kinder to yourself ones help, 
cos cos I don’t think much 
that I’m a weak link anymore 
much 
 
(I) Sounds like you’ve learnt 
loads, really good, brill! And 
then he’s also put being kind 
and caring rather than mean 
to yourself 
Changes in self-to-self and self-to-
other relating (increased self and 
other compassion); development 
of courage?  
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1, p.21-22, lines 602-617 
(P3) Yeah. 
(P1) Definitely! 
(P2) Definite. 
(I) Definitely? Is that a big 
double tick on here? 
(P2) Yeah he he 
(P1) Yes! 
(P2) Definitely.   
(I) Are you all managing to 
do that? 
(P2) Getting there, but yeah 
ha ha!  
(I) Getting there...getting 
there’s good cos it means 
you’re on the way to doing it. 
(P2) Yeah. 
(I) Which is good. What 
about you? 
(P3) Same really!  
(I) Same, getting there?  
(P3) Yep. 
(I) What about you, P1? 
(P1) Getting there.  
 
(I) ...So do you think the 
group has changed the way 
you feel about, talk to, and 
treat yourself? 
(P2) Hum...yeah, found it 
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hard a little bit, but getting 
there though  
(I) Uh huh? So, you found it, 
found it hard a little bit, but 
you’re getting there? 
(P2) Yeah 
(I) When did you find it most 
hard? 
(P2) Umm...my whole life 
really  
(I) So your whole life you’ve 
found it hard? 
(P2) Yeah 
(I) And then when you 
started coming to the group, 
did you find that it was 
harder at first? 
(P2) At first it was a bit hard, 
but the easier it got, bit at 
first its hard, at first 
(I) Yeah? So compared to 
when you started the first 
session, do you feel like its a 
bit easier to put it all into 
practice? 
(P2) Yeah, like putting 
together a jigsaw and that! 
But with practice it gets 
easier 
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(I) Yeah, that’s good. So 
hopefully with practice, it 
might still get a bit easier? 
(P2) Yeah  
14. Talking about reasons for being 
self-critical  
2, p.3, lines 87-90 (P4) Like, like I said to Neil, I 
would rather me be nasty to 
myself and beat myself up in 
the head, than let someone 
else do it 
(I) Like, you’re getting in 
there first?!? Yeah, yeah?!? 
(P4) Yeah... 
Insight into functions of self-
criticism (realising where it 
developed, why they do it, fears 
behind dropping/changing it) 
15. Talk about being more able to 
take in compassion (kindness, 
support, encouragement) from 
others 
 
 
 
 
 
2, p.4, lines 99-102 
 
 
 
 
 
 
 
 
 
 
2, p.12, lines 348-354 
(P4) ...And, through some 
good help and some good 
people, I have managed 
[brief pause approx. 3 
seconds]...I’d say [chuckles], 
erm, I’ve managed to realise 
that, that I’m not on my own. 
I have got people who, who 
are gonna be there to 
support me and help me 
change, to be the person I 
wanna be... 
 
(P6) ...cos my mate Xxxxx 
was getting a little bit fed up 
that I was, he said “you’re 
not, you’re a nice person”.  
Changes in other-to-self relating 
(affiliation)   interpersonal, 
increased social safeness? 
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(I) Yeah 
(P6) Cos Xxxxx, he doesn’t 
tell me it, and then I don’t 
always think that 
(I) Okay 
(P6) So I said to Xxxxx “don’t, 
don’t, don’t be silly”, but then 
I thought “wait a minute he’s 
right, I am a nice person” 
because I like helping people, 
and I had a second thought 
about 
16. Talk about being able to be 
kind/nice to others, but not the 
self 
2, p.4, lines 102 (P4) ...I’ve always been nice, 
but I just don’t, I’m just not 
nice to myself 
Recognising differences in the flow 
of compassion; reflective of 
submissive niceness? 
17. Blocks and resistances to 
practices 
2, p.4, lines 104-110 
 
 
 
 
 
 
 
 
 
 
 
 
 
(P4) But this group, it...it 
showed me that, even 
although when I first did the 
breathing I thought “What is 
he on?!?”  
(I) Yeah! Ha ha!  
(P4) Thinking that, ha ha, 
you know, “This is daft!” But 
once I, once I let myself do it, 
it was kind of relaxing, and it 
does, it does help you out in 
ways that you wouldn’t even 
think about. Cos before I’d 
have gone, “yeah right, okay, 
Representative of common 
fears/blocks/resistances (FBRs) to 
compassion practice(s) 
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2, p.9, lines 262-266 
 
 
 
 
 
 
 
 
 
 
 
1, p.18, lines 505-510 
 
 
 
 
 
 
 
 
 
 
 
 
1, p.18, lines 515-521 
 
just another thing to not do”, 
and then beat myself up 
some more about it! 
 
(P4) That’s the one that I 
found really difficult, wasn’t 
it?  
(S1) Yeah 
(P4) That’s the one I found 
really really difficult  
(I) So you found the (three) 
circles really difficult? 
(P4) Yeah, cos everything in 
my head was in the red 
(I) So that’s the threat bit 
isn’t it?   
(P4) That was everything... 
 
(I) Did you find them helpful 
in the session, but not 
outside? Or did you... 
(P1) Mmm (nodding) 
(I) Yeah? Cos  I know you 
said you didn’t practice them 
so much outside the session... 
(P1) No 
(I) But when you were here 
in the moment, you thought 
that it was really helpful? 
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1, p.21, lines 590-600 
 
 
 
 
 
 
 
 
 
(P1) Yeah. 
 
(I) Okay. So here’s a question 
we’ve talked about a bit. How 
often did you use the 
exercises or practices outside 
of the session? 
(P1) I didn’t 
(I) No? Was there anything 
that stopped you from using 
them? 
(P1) No  
(I) No? Did you just not want 
to? 
(P1) [nods]  
 
(I) Do you reckon there are 
any ways that you might be 
able to start incorporating it 
into your everyday life? 
(P1) [Shakes head] 
(I) No? Any reminders or 
anything?  
(P1) [Shakes head] 
(I) No? Do you not feel like 
you want to?  
(P1) [Nods] 
(I) Is that a nod that you 
don’t feel like you want to? 
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(P1) [Nods] 
(I) But when you came to the 
group, it was good? 
(P1) Yeah 
18. Becoming less self-critical 2, p.4, lines 108-112 
 
 
 
 
 
 
 
2, p.9, lines 269-271 
 
 
 
 
 
 
 
1, p.8-9, lines 236-242 
(P4) ...Cos before I’d have 
gone, “yeah right, okay, just 
another thing to not do”, and 
then beat myself up some 
more about it! 
(I) Yeah? 
(P4) And then be back on the 
floor again! But touchwood... 
 
(P4) ...my dad has actually 
said it was, its basically his 
and my mum’s fault the way 
that I’ve turned out. And it 
wasn’t, okay I was a brat, but 
it wasn’t, you know, 
everything that happened 
after, it wasn’t my fault. 
 
(I) Do you remember “not 
your fault” as well?  
(P1) Yes. (P3) Yeah. P2) 
Yeah. 
(I) Yeah? Was that something 
that was helpful for you? 
(P3) Yep. 
Realisation of ‘not your fault’ 
concept & focus, and feeling it 
emotionally (de-shaming) 
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(P2) Yeah...yeah.  
(I) Was it for you P1? 
(P1) Yes. 
19. Talk about the importance of 
being shown how to, and 
practicing, being kind to yourself  
2, p.4, lines 115-116 
 
 
 
 
 
 
 
2, p.14, lines 435-436 
 
 
 
 
 
2, p.15, lines 438-443 
 
 
 
 
 
 
 
 
 
 
 
(P4) Yeah, so that’s kinda 
going on as well at the 
moment, so...I think 
sometimes you just need to 
be shown a couple of times, 
and then it depends on how 
your head is. Maybe you can 
carry it through. 
 
(P4) ...the being kinder part 
was nice because somebody 
else saw that in in you, that 
you know is already there 
but you just can’t access it 
 
(P4) See, when S3 said to me 
the other day, “just take it 
easy, just chill”, and I was like 
“What?” he he [laughs]. And 
he was like, then Neil was 
like, now say it to her again, 
slowly and calmly, and in a 
nice voice 
(S3) Yeah 
(P4) And I was like, when he 
said it again, I was like “ahhh, 
Reflects challenges in developing 
self-compassion, but importance 
of practice and being encouraged-
supported to do so (overcoming 
SBR, getting used to, feeling more 
reassured by – emotional benefits 
and changes) 
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1, p.21-22, lines 602-617 
he sounds like me dad!” And 
it, it just chilled me out a 
little bit 
 
(I) ...So do you think the 
group has changed the way 
you feel about, talk to, and 
treat yourself? 
(P2) Hum...yeah, found it 
hard a little bit, but getting 
there though  
(I) Uh huh? So, you found it, 
found it hard a little bit, but 
you’re getting there? 
(P2) Yeah 
(I) When did you find it most 
hard? 
(P2) Umm...my whole life 
really  
(I) So your whole life you’ve 
found it hard? 
(P2) Yeah 
(I) And then when you 
started coming to the group, 
did you find that it was 
harder at first? 
(P2) At first it was a bit hard, 
but the easier it got, bit at 
first its hard, at first 
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(I) Yeah? So compared to 
when you started the first 
session, do you feel like its a 
bit easier to put it all into 
practice? 
(P2) Yeah, like putting 
together a jigsaw and that! 
But with practice it gets 
easier 
(I) Yeah, that’s good. So 
hopefully with practice, it 
might still get a bit easier? 
(P2) Yeah  
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General Appendix 3: Example Thematic Map (identification, generation, sorting of and relationship between Themes) 
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General Appendix 4: Final Thematic Map 
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